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The Use and Abuse of 
Sedative and Hypnotic Drugs 


FRANKLIN G. EBAUGH* 


University of Colorado Medical School, Denver 


Tue degree to which 
Americans are depend- 
ent on sedative and 
hypnotic drugs is diffi- 
cult to determine ac- 
curately but may be 
inferred from the fol- 
lowing: Between 1933 
and 1948 the produc- 
tion of barbiturates in 
the United States in- 
creased 400 per cent: EBAUGH 

in the latter year 300 

tons of barbiturates were produced. In 1950, 
25 per cent of all admissions to hospitals in 
the United States because of acute poisoning 


FRANKLIN G. 


were due to barbiturate ingestion. The num-, 


ber of deaths from barbiturates has jumped 
300 per cent since 1940." The latter figures 
are only a small indication, however, of the 
degree of misuse of which we are guilty as a 
nation in regard to these potentially helpful 
drugs. 

To provide a suitable frame of reference, it 
would seem wise to define the terms “hypnotic 
drugs” and “sedative drugs.” Broadly speak- 
*Professor of Clinical Psychiatry, University of Colorado Medical 


School, Denver, Colorado. 


Presented before the fortieth annual Assembly of the Interstate Post- 
graduate Medical Association at Milwaukee. 
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ing, the sedative drugs concerned here are 
pharmacologic agents which depress the cen- 
tral nervous system. More specifically, I refer 
to agents which will quiet or counteract over- 
stimulation of the central nervous system with- 
out producing drowsiness or sleep per se. Hyp- 
notic drugs are those preparations which in 
clinically safe doses produce normal sleep 
(i.e., sleep from which the patient may be 
aroused with reasonable ease and with rea- 
sonable subsequent clarity in the thought 
processes). Obviously there is much overlap 
here, since such barbiturates as pentobarbital 
may serve as a satisfactory daytime sedative 
in 50 mg. doses, and as an effective hypnotic 
at night in 100 mg. doses. In contrast, pheno- 
barbital, for example, in the usual clinical 
doses is a much more useful sedative than 
hypnotic, and paraldehyde the reverse. 

A new group of drugs recently have been 
introduced and labeled as “‘tranquilizers” 
(Rauwolfia derivatives, chlorpromazine, MIL- 
TowN®, etc.). While they may have both seda- 
tive and hypnotic features under certain cir- 
cumstances and in certain doses, their ability 
to produce a quieting effect probably justifies 
the new terminology. Passing reference will be 
made to them subsequently. 

Prior to the introduction of bromides for 
sedative purposes in 1864 and of chloral hy- 
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drate five years later. physicians were largely 
limited in their choice of central depressants 
to alcohol, cannabis and opium. With these 
agents there obviously must have been great 
unpredictability of response, considerable dif- 
ficulty in determining dosages for the desired 
sedative and hypnotic action, frequent unde- 
sirable side actions and the ever-present dan- 
ger of habituation and addiction. The devel- 
opment of sedative and hypnotic drugs from 
this beginning has been constantly directed 
toward eliminating these handicaps as well as 
toward increased ease of administration, range 
of rapidity and duration of action. Unfortu- 
nately, however, all the dangers have not been 
eliminated, and their ease of administration 
may be a double-edged sword. It is the intent 
of this paper to emphasize the great need for 
proper use of these drugs, to bring to wider 
attention their recognized dangers, and to of- 
fer suggestions for avoiding these dangers. 

Certainly the recognition and understand- 
ing of the possible harmful properties and the 
liability to abuse inherent in sedative and 
hypnotic drugs will deter no thoughtful physi- 
cian from their rational use. Table 1 presents 
the wide variety of sound indications for their 
prescription. In many of these instances the 
drugs are not only useful but may be lifesav- 
ing. Severe emotional reactions, unbearable 
anxiety or acute depressive reactions not infre- 
quently have resulted in suicides which could 
have been avoided by a few hours’ time, re- 
laxation and sleep. Sedative and hypnotic 
drugs have a definite place in the immediate 
emergency management of acute manic, hypo- 
manic and catatonic excitement states. There 
is no question of their lifesaving value in status 
epilepticus, regardless of etiology. 

In addition to preserving life, it is the mis- 
sion of the physician to alleviate suffering, 
whether on an emotional or on a_ physical 
basis. Sedatives and hypnotics have great value 
in fulfilling this mission. However, it some- 
times appears that this humane motive is al- 
lowed to take precedence over sound medical 
judgment and the ultimate health of the pa- 
tient. Undeniably it would be possible to treat 
a fracture of the femur solely with sufficient 
analgesics and perhaps a crutch to permit am- 
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TABLE 1 


INDICATIONS FoR Usk OF SEDATIVE AND Hypnotic Daves 


Indication for prolonged usage: 
1, Symptomatic therapy of epilepsy, often in 
combinations with other types of drugs. 


Indications for short-term usage: 

1. Severe emotional reactions to acute  stress- 
ful life situations (e.g.. critical illness or 
death of a beloved person). 

2. Alleviation of severe anxiety, hysterical or 
psychophysiologic symptoms until a defini- 
tive therapeutic program can be established. 

3. Control of acute excited states when non- 
pharmacologic therapy is inadequate or 
impractical (e.g.. manic states, catatonic 
excitement or delirium in the absence of 
specific contraindications) . 

4. Symptomatic control of acute convulsions 
(e.g. convulsions of tetanus, eclampsia or 
status epilepticus or induced by cocaine, 
strychnine, picrotoxin and other drugs). | 

5. Assurance of relaxation and sleep prior to 

surgery or other anxiety-provoking —proce- 

dures. 

Supplementation of analgesics in alleviating 

the psychic component of pain and physical 

discomfort. 

7. Control of hyperthyroid symptoms during 
preparation for definitive treatment. 

8 Symptomatic alleviation of motion sickness 
or acute labyrinthitis. 

9, Production of obstetric amnesia. 

10. Anesthetic usages (by competent anesthesi- 
ologist). | 

11. Production of sleep for electro-encephalo- 
graphic examination. 

12. Narcotherapy and psychiatric diagnosis. 


6. 


= 


bulation, but most likely the result would be 
a malpractice suit for the physician and per- 
manent deformity for the patient, even if the 
problem were not also complicated by addiec- 
tion to the analgesic. Yet frequently the hu- 
mane motive leads to long-continued use of 
just such crutch-and-anodyne combinations 
when sedative drugs are prescribed for what 
are essentially emotional disorders. Not only 
does this often lead to psychologic and physi- 
ologic dependence on the drug but it may also 
actually prevent the disturbed individual from 
seeking definitive psychiatric help early in his 
illness. Anxiety often can be a strong motivat- 
ing force toward attaining real and lasting 
psychotherapeutic treatment. It is part of the 
art of medicine to know under such circum- 
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stances whether or not to administer sympto- 
matic, medicinal aid or to forcefully recom- 
mend psychiatric therapy. 

Table 1 lists a single indication for pro- 
longed use of sedative and hypnotic drugs, and 
this is related to their anticonvulsant proper- 
ties rather than to their sedative or hypnotic 
action. In general, employment of the drugs 
for their sedative and hypnotic action should 
always be as a temporary crutch whose value 
should not exceed a few days or at most a very 
few weeks. There may, of course, be the rare 
and exceptional case, but the physician must 
then carefully examine his own motives as well 
as maintain careful control over the medica- 
tion of the patient. Too often it appears easier 
for us as physicians to continue these drugs. 
and often in ever-increasing amounts, than to 
take the time or make the uncomfortable effort 
required to bring the patient face to face with 
his real problems. 

The use of sedative and hypnotic drugs in 
conjunction with analgesics is mentioned in 
table 1. However, the sedative drugs do not 
have significant analgesic properties in them- 
selves, and when used with analgesic drugs 
they function only to reduce the emotional 
hypersusceptibility and anxiety frequently ac- 
companying severe physical pain. In the ab- 
sence of an adequate analgesic these drugs 
frequently produce a marked excitement state, 
probably due in part to reduced emotional 
control in the presence of persistent pain. 

The patient’s symptoms, physical status, 
personality structure and specific idiosyncra- 
sies will help determine the choice of an ap- 
propriate sedative or hypnotic. In table 2 an 
attempt is made to set forth some of the ad- 
vantages and disadvantages of and contraindi- 
cations to the various classes of sedative and 
hypnotic drugs currently in use. 

Three of the classes mentioned in table 2— 
namely, the chloral group, paraldehyde and 
the barbituric acid derivatives—currently ac- 
count for a very high percentage of the seda- 
tive and hypnotic drugs used in the United 
States. Barbiturate usage far exceeds that of 
the other two classes. The basis of the popu- 
larity of these groups becomes readily appar- 
ent when one considers their advantages. 
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Members of all three groups, in oral hyp- 
notic dosages, produce sleep within 30 min- 
utes. Paraldehyde acts most rapidly, in 10 to 
15 minutes. Of the barbiturates, members of 
the short-acting derivatives (e.g., pentobarbi- 
tal U.s.p. or secobarbital u.s.p.) must be used 
to obtain this rapid onset of action. They have 
the disadvantage of short duration of action 
but when long duration is desirable they may 
be combined with other longer-acting deriva- 
tives. Preparations now available contain bal- 
anced amounts of barbiturates having short, 
intermediate and long actions, or the physi- 
cian may prefer to prescribe approximately 
one-third of the usual hypnotic dose of one 
drug from each of the three barbiturate groups. 

Of all the sedatives it is widely considered 
that chloral hydrate produces the most nearly 
natural sleep and its effects are often referred 
to as “physiologic sleep.” There is a long dura- 
tion of action, five to eight hours, without ap- 
preciable aftereffects in most cases. Formerly 
it was considered that myocardial depression 
was a frequent complication of its use, but re- 
cent investigation® indicates this to be a fal- 
lacy. Untoward effects occur only with near- 
toxic doses in patients with heart disease. The 
drug’s irritating effect on the gastric mucosa 
and the inconvenience of administration in 
solution can now be minimized by the wide 
availability of enteric-coated capsule forms. 
Unfortunately this excellent drug has a very 
narrow and often unpredictable margin of 
safety, with severe toxic reactions and even 
death occurring from doses only two to three 
times the usual oral hypnotic dose. Death usu- 
ally results from respiratory central depres- 
sion; hence, combination of this drug with 
analgesics having significant respiratory-de- 
pressant properties or its administration to 
patients having respiratory difficulties is in- 
advisable even though nontoxic dosages of the 
drug have little effect on respiration. The drug 
is detoxicated entirely, in the final step, by the 
liver or kidney, and thus is not completely 
dependent for its safe disposition on either 
system alone. Chloral hydrate, because of its 
irritating properties, cannot be administered 
by hypodermic routes, but may be given rec- 
tally in a bland oil solution. 
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TABLE 2 


PHARMACOLOGIC CLASSIFICATION OF SEDATIVE AND Elypnotic Drucs; Them ADVANTAGES AND DISADVANTAGES 


CHLORAL Grour (chloral hydrate, solution or enteric-coated capsules) 


Advantages: 
Rapid onset of action (15 to 30 minutes). 
Long duration of hypnotic action Clive to eight hours). 
“Physiologie sleep” usually without aftereffects. 


Disadvantages: 
Solution highly irritating to gastric mucosa, 
Low margin of safety, with toxie and lethal doses only two to five times the oral hypnotic dose. 


Contraindications: 


Marked hepatic or renal impairment. 
Large doses best avoided with severe cardiac disease. 


(Chlorobutanol [entonerone®] has the advantage of not producing gastric irritation but is otherwise similar to 
chloral hydrate. Butyl chloral hydrate, chloralose and isopral have no definite advantages and are generally more 
toxie than chloral hydrate.) 


« PAKALDEILYDE 


Advantages: 
Most rapid hypnotic action; sleep produced with oral hypnotic dose in 10 to 15 minutes. 
High margin of safety for oral administration, with lethal dose probably over 20 times the hypnotic dose. 
Low incidence of habituation because of disagreeable taste and persistent odor. 
Disadvantages: 
Difficulty of administration because of disagreeable taste. 
Persistent disagreeable odor. 
Moderate irritation of gastric mucosa. 
Contraindications: 
Severe pulmonary or liver disease. 


MONOUREIDES (carbamides) 
Carbromal u.s.e. CADALIN®) 


Advantages: 
Rapid action and low toxicity. 


Disadvantages: 
Low potency with feeble hypnotic action. 


Allylisopropylacetylearbamide (stpormip®) 


Disadvantage: 
Bone marrow depressant with high toxicity. 


Acetylbromdiethylacetylearbamide 


Disadvantages or advantages uncertain due to recency of introduction and limited usage. 


piuretpes (barbituric acid derivatives; over 50 marketed for use) 


Advantages: 
Ease of administration either parenterally as sodium salts or orally. 
Ease of regulation of dosage. 
Wide variety of choices in regard to duration and rapidity of onset of action. 
High anticonvulsant potency of specific derivatives. 
Moderate margin of safety, with severe toxic or lethal doses 15 to 20 times the hypnotic dose. 
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TABLE 2 (continued) 


Disadvantages : 
High tendency toward habituation and addiction. 
Moderate frequency of “paradoxical reactions” with excitement in infants and aged persons. 
Moderate frequency of “hang-over.” 

Contraindications: 


Dependent on specific derivative. 


sromipes (sodium bromide v.s.p.; three bromides tablets [triple bromide tablets] N.F.; organic bromides) 


Advantages: 
Anticonvulsant action. 
Relative ease of administration. 
Disadvantages: 
Slow onset of sedative and hypnotic action with therapeutic dosages. 
Difficulty in regulating dosage. 
Narrow and uncertain margin of safety between therapeutic and toxic doses. 
Contraindications: 
Tuberculosis. 
Arteriosclerosis, toxic states, organic brain disease. 
Cachexia, debilitation, dehydration, diarrhea, vomiting or poor chloride intake. 
Poor renal funetion. 


CARBAMATES 
Urethan (ethyl carbamate) 


Disadvantage: 


Feeble and uncertain depressant action in man. 
Hedonal 


Disadvantage: 
High toxicity and low margin of safety. 


1-Ethinyl-eyelohexyl-carbamate (vALMIp®) 


Disadvantages or advantages uncertain because of recency of introduction and limited usage. Reports appear 
promising. 
METHYLPARAFYNOL (DORMISON®) 
Advantages: 
Ease of administration. 
Short duration of action with minimal “hang-over” or cumulative effects. 
Lack of respiratory or vasomotor effects. 
Moderately rapid onset of hypnotic action. 
Disadvantages: 
Uncertainty of toxic dose in man. 
Potential hepatotoxicity. 
Belching and bad attertaste. 
a-ETHYL-a-PHENYL-GLUTARIMIDE (DORIDEN®) 
Disadvantages or advantages uncertain because of recency of introduction and limited usage. 
June 1956 517 


q 
4 
| 
a 
VE 


Paraldehyde, in addition to its rapidity of 
action, has the advantage of a wide margin of 
safety when administered orally, and probably 
would enjoy much greater popularity were it 
not for its unpleasant taste and odor, Due to 
its slight solubility in water, the disagreeable 
burning taste is difficult to offset, but mix- 
tures with milk, juices or syrups are reason- 
ably palatable. From the standpoint of out- 
patient use, the persistent strong odor on the 
patient’s breath presents an even greater dis- 
advantage. Approximately 20 per cent is ex- 
creted through the lungs, the remainder being 
destroyed in the tissues, probably principally 
in the liver. Where marked toxicity has been 
noted, it has been found to be associated with 
long-standing toxic hepatitis.* ° The principal 
contraindication to use of paraldehyde, there- 
fore, is hepatic insufficiency, but the drug 
may also complicate pre-existing disease of 
the lung parenchyma by local irritation. It 
may be administered rectally in an oily reten- 
tion enema or deeply intramuscularly, care 
being taken to avoid nerve trunks. Intravenous 
use of this drug is dangerous and should be 
reserved for emergencies since the margin of 
safety is markedly reduced. 

By far the easiest to administer of all the 
sedative drugs are the barbituric acid deriva- 
tives. This fact, plus the very wide choice of 
drugs with different properties as to rapidity 
and duration of action, probably accounts for 
their great popularity. In addition, their anti- 
convulsant action is vastly superior to that of 
the two previously discussed drugs. The bar- 
biturates also boast a wide margin of safety, 
the severely toxic or lethal dosages being 15 
to 20 times the hypnotic dose. These drugs 
may be administered, usually as the sodium 
salt, intramuscularly without significant in- 
crease in danger. Many are also relatively safe 
intravenously, but use of the thiobarbiturates, 
the ultrashort-acting group, for anesthesia is 
best left to the trained anesthesiologist. 

Idiosyncrasies to the barbiturate drugs are 
moderately frequent and “paradoxical reac- 
tions” in infants and aged persons can be un- 
pleasant, with the excitement produced being 
difficult to control because of the danger of 
a cumulative effect on respiration if another 
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drug is administered. Recently, several pedi- 
atricians have observed that infants with the 
so-called “hyperactivity syndrome” invariably 
respond to barbiturates with excitement, while 
drugs of the amphetamine group exert a seda- 
tive action.” Another unfortunately frequent 
accompaniment of barbiturate sedation is the 
“hang-over,” a dull, heavy, listless feeling on 
awakening, often accompanied by rather se- 
vere headaches. 

The carbamide group is not widely used at 
present, and the same may be said of the ear- 
bamates. New drugs belonging to these groups 
currently are being tried clinically, but it is 
too early to report on their values.‘ Bromides 
were the first of the currently used sedatives 
and have had a long and undeserved popular- 
ity. Their action is slow and uncertain, and a 
narrow margin exists between sedation and 
the insidious toxicity of brominism. 

Methylparafynol (poRMISON™ ) is one of the 
few recently introduced sedatives not derived 
from pre-existing groups. Its structural for- 
mula, however, bears a very superficial resem- 
blance to chloral drugs. In its initial tests it 
was considered potentially very valuable, par- 
ticularly in treatment of insomnia and agita- 
tion in aged and senile individuals, since it 
was believed to have low toxicity with infre- 
quent side effects. It was said to “have about 
the same margin of safety as paraldehyde, 
without the disadvantage of a vile taste and 
persistent smell.”* However, death has been 
reported from approximately three to five 
times the usual hypnotic dose,” giving a some- 
what narrow margin of safety. In addition, 
some evidence of possible hepatotoxic effects 
of the drug in man has been presented.'” These 
reports must be further evaluated before the 
long-term effects of the drug can be fully ap- 
preciated. Dormison users not infrequently 
complain of belching and a bad aftertaste. The 
aftertaste is often described as “gasolinelike.” 
Probably its biggest drawback, however, is its 
ineffectiveness as a sleep-producing agent in 
any but the mildest insomnias. 

An additional recently introduced sedative 
and hypnotic, a-ethyl-a-phenyl-glutarimide 
(DORIDEN™) bears a superficial resemblance 
in its structural formula to phenobarbital. This 
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TABLE 3 


Dosaces, ADMINISTRATION, DETOXICATION AND ELIMINATION OF WipELY Usep Sepative AND Hypnotic Drucs 


DRUG ADMINISTRATION 


| 
| 
Oral solution diluted; 
enteric-coated capsule ; 
rectal solution in oil 


Chloral hydrate 


Paraldehyde 
syrups; rectally in retention | 
enema, oily solution; 
intramuscularly; intrave- 
/nously (emergency only) 
Barbiturates 


DETOXICATION AND 


Degraded by liver, products | 0.5-2.0 
excreted by kidney | 


SEDATIVE 
DOSAGE (GM.) 


HYPNOTIC 
ELIMINATION DOSAGE (GM.) 


0.2 tid. or q.i.d. 


Orally mixed with juices or | Probably destroyed by liver | 4-12 (ml.) ; 3-6 (ml.) tid. 


(1.M., 2-8 ml., 
1:10 N/saline) 


1. Long-acting (six or more hours). Slow onset (one-half to one hour) 


Barbital N.r. Oral capsule or tablet; Execreted by kidney 0.3-0.5 0.1 tid. or q.i.d. 
(VERONAL®) hypodermically as sodium 

salt 
Phenobarbital Oral tablet or elixir: Excreted by kidney 0.1-0.2 0.03 t.i.d. or q.i.d. 
U.S.P. (LUMINAL®) | hypodermically as sodium 

salt 


2. Intermediate-acting (three to six hours) 


Amobarbital 


U.S.P. (AMYTAL@®) as sodium salt 


3. Short-acting (under three hours). Rapid onset (15 to 30 minutes) 


Oral capsule hypodermically | Degraded by liver 


| 0.05-0.2 Rarely used 


Pentobarbital Oral capsule Degraded by liver 0.05-0.1 Rarely used 
U.S.P. (NEMBUTAL®) 
Secobarbital Oral capsule Degraded by liver 0.1-0.2 Rarely used 


U.S.P. (SECONAL®) 


Bromides Solution, capsule or tablet 


orally 


Vethylparajynol Oral liquid or capsule 


Excreted by kidney 


Unknown; probably 
destroyed by liver 


Variable; 
2.0-5.0 daily 


Rarely used 


0.25-0.75 


is a relatively new and apparently effective 
hypnotic, even in 0.5 gm. doses. Somewhat 
larger doses can be used safely, although an 
occasional patient will report a mild morning 
“hang-over.” A final evaluation of its assets 
and liabilities as a hypnotic must await fur- 
ther clinical evaluation. 

Table 3 lists the dosages (adult) for hyp- 
notic and sedative purposes of some of the 
most commonly used drugs as well as their 
detoxication and elimination. The latter are 
largely dependent on the liver or kidney or 
both. Obviously, sedatives and hypnotics 
should be given sparingly, if at all, to persons 
with severe liver or kidney impairment. 
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Table 4 lists certain contraindications to 
their use. One of the most cogent of these is 
the third, which suggests the great need to use 
other measures, if at all possible, in handling 
individuals with disturbed feelings and emo- 
tions. These drugs, at most, should be regarded 
as adjuncts. Of greatest effectiveness is the 
reassurance obtained from an understanding 
doctor-patient relationship, which covers ev- 
erything from deep-insight therapy on the one 
side, to a friendly, supporting, fatherly attitude 
on the other. Obviously such a helping rela- 
tionship is not limited to the psychiatrist and 
his patient, but can be just as much in evi- 
dence when the internist, surgeon or general 
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TABLE 4 


CONTRAINDICATIONS TO USE OF SEDATIVE AND 
Hypnotic Drucs 


1. Idiosynerasies to specific drugs (e.g., paradoxi- 
cal reactions or hypersensitiveness) . 

2. Damage to system concerned with detoxication 
or elimination of specific drug. 

3. Adequate nonpharmacologic measures avail- 
able. 

4. History of prolonged or repeated use of seda- 
tives or hypnotics for control of psychogenic 
symptomatology. 


. History of addiction to or excessive use of 
drugs of the same or a different type (e.g., 
narcotics or alcohol). 

6. Evident or suspected presence of a chronic 
neurotic pattern or character defect predispos- 

ing to habituation or addiction. 

7. Lack of indications other than demand of the 

patient for some type of medication. 


8. Lack of understanding of source of symptoms. 


practitioner deals with an upset human being. 
A reasonable portion of this, judiciously and 
sincerely given, often obviates the need for 
sedatives and hypnotics, or at least decreases 
the amount and duration of the need. 

A recently developed pharmacologic alter- 
native to the sedative and hypnotic drugs is 
the use of Rauwolfia serpentina derivatives 
and chlorpromazine, two of the so-called tran- 
quilizers.'' These drugs appear to act selec- 
tively on the hypothalamus,’* which is said 
largely to explain their tranquilizing action. 
In their usual doses they are not significantly 
hypnotic, but their sedative properties seem 
clear. Recently I have found chlorpromazine 
useful in oral doses of 10 mg. three or four 
times a day for mild anxiety symptoms. An- 
other new drug, Miltown, reportedly is very 
effective in relieving anxiety and tension 
symptoms.'* While these drugs possess seda- 
tive qualities, their other characteristics and 
uses put them outside the realm of this paper. 
It is likely, however, that their excessive and 
unwarranted use will give rise to some of the 
same dangers and difficulties discussed later 
in relation to sedatives and hypnotics. 

Although “psychic dependence” and habitu- 
ation have long been recognized as moderate 
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dangers in use of sedatives and hypnotics, 
until recent years these drugs were regarded 
as merely habit-forming and not addicting, 
and therefore as relatively “safe” drugs which 
could be prescribed repeatedly without too 
much thought or consideration. German physi- 
cians as early as 1914"* began to recognize 
the existence of a definite “physiologic de- 
pendence” on barbiturates, with a definite ab- 
stinence syndrome on their sudden withdrawal. 
This was not fully appreciated in this country 
until it was forcefully brought to widespread 
attention by the work of Isbell and his co- 
workers at the U. S. Public Health Service 
Hospital, Lexington, Kentucky.’* 

Dr. Isbell also proposed a re-examination 
of the commonly held concept of addiction, 
which he defined as a state of periodic or 
chronic intoxication, detrimental to the indi- 
vidual and to society, produced by the re- 
peated administration of a drug; its charac- 
teristics are a compulsion to continue to take 
the drug and to increase the dose, with the 
development of psychic dependence and some- 
times physical dependence on its effects. Thus, 
the development of ways to continue the drug 
becomes an important motive in the addict’s 
existence. This definition was subsequently ac- 
cepted by the Drug Addiction Committee of 
the National Research Council and has been 
widely endorsed and applauded by pharma- 
cologists as well as other medical specialists. 
Others have insisted on adhering to the older 
concepts of addiction requiring the acquisi- 
tion of marked drug tolerance and clear-cut 
physical dependence, such as are seen in nar- 
cotic addiction."* 

Whether the term “addiction” applies or 
not, Isbell clearly demonstrated the existence 
of a specific abstinence syndrome in the ma- 
jority of persons who, by experimental means, 
had become chronically intoxicated with bar- 
biturates.'"° This syndrome characteristically 
includes apprehension, weakness, hyper- 
reflexia, nausea and vomiting beginning 12 to 
16 hours following abrupt withdrawal of the 
drugs, followed in about 36 hours by abrupt 
decline in blood pressure and increased heart 
rate. Often there are one or more grand mal 
convulsions, markedly dangerous to life, or an 
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acute toxic psychosis with severe delirium, or 
a combination of both psychosis and delirium. 
Convulsive reactions in nonepileptic patients, 
and delirium resulting from sudden withdraw- 
al of barbiturates, had been reported as early 
as 1928 by German writers, and as early as 
1938 in the United States,’® but they were not 
widely accepted as part of a true withdrawal 
syndrome in the same sense as that seen in 
narcotic addiction. 

Isbell also showed that persons chronically 
intoxicated with barbiturates developed a par- 
tial tolerance to the drugs, confirming the ear- 
lier observations of German physicians. He 
pointed out that increasing doses of the drug 
were necessary to accomplish the desired psy- 
chic effect and that chronically intoxicated in- 
dividuals who ingested as much as 2 gm. of 
short-acting barbiturate a day rarely slept sig- 
nificantly more than normal. However, in con- 
trast to narcotic tolerance, there probably is 
no increase in what constitutes a lethal dose 
for the barbiturate addict. 

With publication of Isbell’s findings some 
re-examination of chronic intoxication with 
chloral hydrate and paraldehyde took place. 
It had long been known that a person with the 
“chloral habit” frequently developed “chloral 
delirium,” similar clinically to delirium tre- 
mens, on sudden withdrawal. With the recent- 
ly developed, easier-to-take chloral hydrate 
capsules, we possibly may anticipate some in- 
crease in chloral habituation. Paraldehyde 
habituation occurs more rarely because of the 
disagreeable taste, but when present the chron- 
ic intoxication closely resembles chronic alco- 
holism, and delirium tremens may occur. Sud- 
den withdrawal occasionally is accompanied 
by vivid hallucinations. 

A complete explanation of the nature of the 
physiologic dependency has not been offered. 
However, Schutz'’ in 1941 showed that pro- 
longed administration of phenobarbital and 
other barbiturates to human beings and ani- 
mals greatly reduced the cholinesterase activ- 
ity of the serum—to only 10 or 20 per cent 
of normal values. This decrease might be in- 
terpreted as a type of “counteradaptation” to 
the reduced activity of the cholinergic system. 
If at this point the drug is stopped suddenly, 
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TABLE 5 


INDICATIONS OF LIABILITY TO ADDICTION 
oR HABITUATION TO SEDATIVE AND 
Hypnotic Drucs 


Neurotic indicators (in the absence of evidence of 
psychosis) : 

1. Multiple somatic complaints without demon- 
strable organic basis, or complaints dispro- 
portionate to demonstrable organic pathology. 

2. Anxiety or fear disproportionate to real life 
situations. 

3. History of acute anxiety attacks, phobias, 
marked obsessive-compulsive traits, or con- 
version symptoms. 

Character-defect indicators: 

1. History of antisocial and illegal activity. 

2. Evidence of chronic impulsiveness of action. 

3. Marked preference for solitary pursuits, and 
shy, withdrawn social behavior. 

4. History of generally unstable and unsatisfy- 
ing interpersonal relationships. 

5. History of frequent unexplained changes of 
occupation, job site or residence. 

General indicators: 

1. Anticipated chronic mild discomfort from 
organic illness. | 

2. Past excessive use of drugs or alcohol. | 


the primary reduction of activity of the cho- 
linergic system wears off more rapidly than 
the adaptive reduction in cholinesterase, with 
resulting imbalance and physical symptoms. A 
similar type of hypothesis also could explain 
tolerance to and dependency on other drugs. 

Table 5 attempts to set forth in general 
terms some of the clinical indications of in- 
creased liability of some persons to addiction 
or habituation. In the present state of knowl- 
edge of the pharmacodynamics and psycho- 
dynamics of addiction and habituation, only 
such general statements can be made safely. 
Many individuals falling into such categories 
might never become habituated or addicted, 
but certainly all should be considered as hav- 
ing an increased liability. 

Aside from the psychoanalytic case reports 
on narcotic addicts and the psychoanalytic 
formulations based on these reports,’*”° few 
attempts have been made at a comprehensive 
psychodynamic formulation of habituation and 
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addiction. Most authors have been satisfied to 
point out that neurotic individuals gain relief 
of tension and escape by distorting reality 
through the use of various types of drugs and 
thereby see no necessity for facing and seek- 
ing solutions to their problems. Persons with 
character defects, also liable to addiction. find 
the thrills they seek in the impulsive use of 
drugs. The psychoanalytic writers find in the 
analysis of addicts a fixation of psychic de- 
velopment at the oral, receptive level. Addicts 
are seen as highly narcissistic individuals who 
because of their fixation can gain little satis- 
faction from object relationships and hence 
are incapable of adult sexual satisfaction. 
These individuals are further seen as reveal- 
ing in analysis a symbolic sexual gratification 
from the oral incorporation or hypodermic in- 
jection of their chosen drug. 


Wikler and Rasor“’ offered pharmaco- 
dynamic formulation based on experimental 
studies with induced barbiturate addiction in 
former narcotic addicts. They observed that 
the narcotic addict and the barbiturate addict 
were not seeking the same type of effect. In 
general they used the drugs to change the pre- 
vailing mood which was considered dysphoric 
or anhedonic. Preferences for particular drugs 
were usually expressed in terms of such spe- 
cifie effects as the abdominal, orgasmlike ef- 
fect experienced with morphine. In general, 
opiates were said to give satisfaction and re- 
duce appetites and erotic urges. while alcohol 
and barbiturates tended to heighten appetites 
and urges while reducing inhibitions. 

Wikler and Rasor*" also observed that nar- 
cotic addicts usually are not aggressive (ex- 
cept in the absence of adequate drugs), almost 


TABLE 6 


Some [Mportant PsycuoLocic INTERRELATIONSHIPS SEEN IN Appiction 


Impulsive, passive-dependent, 


Emotionally mature, 


>. 
immature, narcissistic individual “ “healthy” individual 
Little or no stress Relatively more stress A very severe 
needed needed degree of stress 
needed 
Acute and chronic states of anxiety 
and tension with lowered self-esteem 
A 
Initial decrease in 1. Initially 2. Need for 3. Ever-increasing 
more and more needs 
Relief and satisfaction in drugs 
Further 
2 3 increase 
in 


Regressive behavior with decreased 
human contacts and further lowered ————> 


self-esteem 


Toxic effects (reversible and 
eventually fixed) 
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never neglect personal hygiene, continue to 
discharge responsibilities, and show little im- 
pairment in intellectual functioning and little 
or no denial of realistic sources of anxiety. 
The barbiturate addict, on the other hand, be- 
comes surly, aggressive and untidy, deterio- 
rates intellectually and tends to deny or ration- 
alize obvious sources of anxiety. Several other 
authors have made this observation, and it is 
the basis for the oft-reiterated opinion that ad- 
diction to sedative and hypnotic drugs is much 
more dangerous and destructive than narcotic 
addiction. On the basis of these observations, 
Wikler and Rasor*’ hypothesized that a pre- 
addiction impulse to use drugs need not be 
postulated and that accidental introduction to 
the drug which fulfills an individual’s specific 
need at a specific time results in eventual 
physical dependence. 

An incomplete and controversial attempt at 
a diagrammatic formulation of the psycho- 
dynamics of habituation and addiction is pre- 
sented in table 6. This emphasizes the im- 
portance of the preaddiction personality, the 
stress brought to bear on the individual, the 
relief of tension and heightened self-esteem 
momentarily achieved by the drug, and the 
ultimate social and personality disorganiza- 
tion produced by the drug-induced regressive 
behavior and toxicity. Often this chain of 
events is set in motion by ill-advised introduc- 
tion of drugs in a susceptible and predisposed 
individual. 

Table 7 offers some suggestions directed to- 
ward preventing addiction and habituation. 
Laws controlling the sale of these drugs have 
been strengthened at both state and federal 
levels in the past few years, and laws prohibit- 
ing their sale without prescription are admin- 
istered by state and federal food and drug 
administrations. Unfortunately these agencies 
have low budgets providing almost nothing 
for the necessary investigative and enforce- 
ment machinery to make existing laws effec- 
tive. Enforcement, therefore, depends largely 
on the voluntary cooperation of pharmacists 
and physicians. 

Some of the suggested medical measures de- 
serve some further comment. So-called p.r.n. 
orders tend to encourage in patients an at- 
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TABLE 7 


PREVENTION OF ADDICTION AND HABITUATION TO 
SEDATIVE AND Hypnotic Drucs 


Legal measures: 
1. Improvement of state and federal statutes 
toward tighter controls on this class of drug. 
2. Implementation of existing statutes by pro- 
viding more adequate investigative and en- 
forcement agencies. 


Medical measures: 

1. Careful evaluation of each patient’s liability 
to addiction or habituation prior to pre- 
scription. 

2. Wider recognition of the habituating and 
addicting properties of sedative and hyp- 
notic drugs. 

3. Serious and honest consideration of the in- 
dications for drugs in a given case. 

4. Use of nonpharmacologic measures when- 

ever practicable. 

5. Treatment or referral for treatment of un- 
derlying illnesses in emotional disorders as 
well as organic disorders. 


. “Gifts” of time and understanding to the 
patient in place of prescriptions. 

. Maintenance of a careful check on, and con- 
trol of, the amounts of drug being used by | 
each patient. 


8. Reduction and elimination of drugs as early 
as possible in treatment plans. 

9. Recognition of early signs of excessive de- 
pendency or chronic intoxication. 

10. Avoidance of “p.r.n.” orders for sedation. 

1]. Alternation of several different types of seda- 
tive and hypnotic drugs when prolonged 
usage is unavoidable. 


titude that sedative and hypnotic drugs are 
harmless and can be used at any time without 
fear. As we have seen, this is a false attitude. 
Any drug which offers badly needed sleep and 
temporary freedom from anxiety will, in sus- 
ceptible and unwary individuals, produce that 
“psychic dependence” which denotes habitua- 
tion if not early addiction. The attitude of the 
physician in this matter will do much to de- 
termine the attitude of the patient. 

As previously mentioned, there will be the 
rare case in which long-term treatment with 
sedative and hypnotic drugs is unavoidable. 
The danger of addiction may be decreased 
somewhat by alternate prescription of two or 
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TABLE 8 


EarLy Signs oF Curonic INTOXICATION AND 
AppictioN TO SEDATIVE AND Hypnotic Drugs 


Signs common to most widely used sedative drugs: 

l. Lethargy and petulance. 

2. Decreased regard for personal appearance. 

3. Decreased regard for personal and social re- 
sponsibilities 

4. Increased requests for prescriptions. 

5. Sluggishness of thought, slowness and thick- 
ness of speech, poor memory and faulty 
judgment. 


6. Ataxia in gait and hypotonia. 


Signs specific to specific drug intoxications: | 

1. Bromide intoxication frequently shows a typi- 
cal acneform rash, coryza and sinus-type 
headache. 

2. Paraldehyde intoxication is easily suspected 

from the unmistakable odor. 

3. Chloral “habit” is usually accompanied by a 
marked gastritis, and pinhole pupils may be 
present, | 

4. Both paraldehyde and chloral intoxications 
may show marked, persistent vasodilatation. 

5. Barbiturate intoxication often produces ery- 
thematous or scarlatiniform rash. 


three distinct classes of drugs at weekly or 
biweekly intervals, thereby preventing toler- 
ance and physiologic dependence on a_par- 
ticular drug. 

For a patient soon to be discharged from 
the hospital, it is wise to reduce the dosage 
of sedative and hypnotic drugs progressively 
rather than attempting its reduction after his 
return to the pressures of outside living, when 
such drugs might be taken as a welcome but 
unhealthy crutch. The referral to a psychia- 
trist of the occasional patient who shows ex- 
cessive dependence on these drugs often can 
prevent serious habituation and addiction. 
This should be done early, not months after 
the pattern has become established. 

Several of the signs of chronic intoxication 
with sedative and hypnotic drugs have been 
mentioned, and are summarized in table 8. 
Certainly these general and specific signs 
should be familiar to every physician prescrib- 
ing sedative drugs. Little attention has been 
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given recently to bromide intoxication, since 
this problem has rapidly subsided to relative 
insignificance in many areas. However, a rela- 
tively large number of “nerve tonics” contain- 
ing bromides are still available in some states. 
The presence of signs referable to hyperactiy- 
ity of the glands of the nasal passages and 
sinuses, along with general signs of sedative 
drug intoxication, should always result in ex- 
amination of the blood for bromides. 

Treatment of chronic intoxication or addic- 
tion to any of the sedative and hypnotic drugs 
is generally the same, with the exception of the 
bromides, One should never attempt to treat 
these patients on an outpatient status. Follow- 
ing hospitalization, care should be taken to 
withdraw the drugs slowly enough to prevent 
severe abstinence symptoms. The speed of 
withdrawal will vary somewhat with the type 
of drug involved. 

In barbiturate intoxication the patient 
should be given 0.2 to 0.4 gm. of an oral 
(preferably short-acting) barbiturate every 
six hours, the exact dosage depending on the 
amount needed to maintain just a mild degree 
of sedation. After one to two days of observa- 
tion, gradual reduction begins (no more than 
0.1 gm. daily). Occasionally when the patient 
becomes nervous, weak and apprehensive the 
dose should be held steady until these signs 
have disappeared. If diagnosis is made only 
after convulsions or delirium is present, larger 
doses of a barbiturate should be given until 
these symptoms are well controlled before at- 
tempting a slower reduction. If convulsions 
have appeared, electro-encephalographic con- 
trol of the subsequent reduction may be help- 
ful, using the appearance of runs of slow ac- 
tivity as an indication of too rapid withdrawal. 
DILANTIN® (0.1 gm. three times a day) also 
may be helpful in facilitating the barbiturate’s 
withdrawal when convulsions have occurred. 
After withdrawal is accomplished, while the 
patient is still under hospital care, psycho- 
therapeutic measures aimed at improving the 
underlying emotional disorder should be 
undertaken.":*" 

Withdrawal of chloral hydrate or paralde- 
hyde usually can be accomplished more rapid- 
ly. There is no definitely established or recom- 
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mended rate of withdrawal of these drugs, but 
the physician must be constantly watchful and 
ready to stabilize or slightly increase dosages 
when signs of incipient delirium appear. 

Treatment of bromide intoxication requires 
immediate withdrawal of all sources of bro- 
mide, and institution of large doses of sodium 
or ammonium chloride—6 to 12 gm. daily, 
depending on the degree of toxicity and the 
blood bromide level. Blood bromide levels of 
greater than 150 mg. per cent are considered 
definitely toxic, and levels above 300 mg. per 
cent are frequently dangerous to life. These 
figures cannot be considered absolute since 
much depends on the patient’s nutrition, age 
and hydration. Mercurial diuretics and at least 
4 liters of fluids daily may be quite helpful in 
hastening the elimination of the bromides. 
Symptomatic control of delirium, constipa- 
tion and malnutrition is, of course, indicated. 

No specific statements have been made re- 
garding simple psychic habituation to the 
sedative and hypnotic drugs without physio- 
logic dependence. In general this condition 
must be considered as simply one step in the 
direction of addiction and treated as such 
from the psychotherapeutic or life-manage- 
ment standpoint. 

Prognosis for the individual addict or 
habitué to sedative and hypnotic drugs must 
be guarded, but if figures on treatment of nar- 
cotic addiction offer any indication, slightly 
more than 50 per cent of adequately treated 
addicts or habitués may be expected to refrain 
from further use of drugs for five or more 
years.”" 


Summary 


Sedative and hypnotic drugs are of inesti- 
mable value in the physician’s two primary 
objectives—the preservation of life and the 
relief of discomfort. As drugs capable of offer- 
ing distortion of unpleasant reality, relief from 
anxiety, and sleep in the midst of tension, they 
may be too long used as a crutch and as an 
escape. Recent work suggests that these drugs 
are capable of producing severe physical as 
well as psychic dependency and that they may 
well be more destructive to the personality 
integration and social adjustment of the in- 
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dividual when improperly used than narcotic 
drugs. There are indications that improper 
use is increasing. Greater care in prescribing 
these drugs, increased controls and better en- 
forcement of existing regulations appear to 
offer the greatest chance of reversing this 
trend. 

The need for the physician’s close super- 
vision of patients receiving sedatives and hyp- 
notics is suggested, and the value of a sup- 
porting relationship in reducing the patient’s 
demand for such drugs is stressed. A willing- 
ness on the doctor’s part to help emotionally 
disturbed individuals to seek definitive help 
for their problems rather than aiding them in 
finding continued symptomatic refuge in drugs 
can contribute much to lessening the problem. 
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Signs That Aid in Diagnosing 


Functional Disease 


LEONARD L. LOVSHIN* 


The Cleveland Clinic Foundation, Cleveland 


physicians lack 
confidence in their 
ability to diagnose 
functional disease. The 
feeling of uncertainty 
is stronger when the 
diagnosis has been 
made by exclusion; 
however, when the di- 
agnosis has been made 
by utilizing positive 
evidence, it remains 
correct even if the presence of underlying or- 
ganic disease becomes evident. 

A complete history is generally recognized 
as being of utmost importance in diagnosing 
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any disease, whether it be organic or fune- 
tional; however, the importance of the physi- 
cal examination in recognizing functional dis- 
ease has not been generally appreciated. In 
fact, most textbooks on physical diagnosis in- 
clude very little discussion, or none at all, on 
this very important subject. At most, there 
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may be brief mention of the prevalence of a 
rapid pulse or elevated systolic blood pressure 
in the nervous patient. 

The type of physical examination that is 
useful in differentiating those patients whose 
symptoms are functional in nature is more 
subtle than the routine procedures it supple- 
ments. The clinician who is sensitive to human 
manifestations often is able to make a proper 
diagnosis after the first glance at the patient— 
that of anxiety state or conversion hysteria, 
perhaps superimposed on minor or even major 
organic disease. The organic disease may be. 
and often is, unrelated to the symptoms of 
which the patient complains. 


General Observations 


The physical examination actually begins 
even before the physician sees the patient. 
For example, it is easy to sense the nervous 
make-up of the person who must have an im- 
mediate appointment, who considers himself 
a grave emergency, even though he has had 
the symptoms for months or even years. A 
husband often calls in for his own appoint- 
ment, and the wife for her own. When a wife 
makes an appointment for her husband, this 
is considered to be entirely normal: Wives are 
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supposed to take care of such details. How- 
ever, when the husband makes the appoint- 
ment for his wife, very likely she is a nervous 
and inefficient type of person, for husbands 
are not supposed to take care of things like 
that! 

Much can be deduced about the patient 
from the behavior of his relatives at the time 
the doctor’s appointment is kept. It takes little 
skill to evaluate the brave, sweet smile of the 
hysterical woman who is being hovered over 
by a husband and sons and daughters. It is 
usual for a young girl to be accompanied to 
the doctor’s office by her mother; it is usual 
even for a young married woman to be ac- 
companied by her mother, but, if the mother 
answers all the clinician’s questions before the 
patient can speak for herself, one immediately 
learns much about the relationship and the 
stresses imposed on the young patient. A 
young boy can be accompanied by his mother 
or father and all is well, but a boy of high 
school age accompanied by his mother should 
not look happy about it. When a bachelor is 
accompanied by his mother, it is evident that 
something is radically wrong: and if a mar- 
ried man is accompanied by his mother, one 
feels sorry for the wife (figure 1)! 

A man often comes to the doctor’s office or 
to a clinic with his wife, but the average hus- 
band looks as though he were not enjoying it. 
He may through error enter the examining 
room, and when he is invited to wait in the 
reception room while the examination is in 
progress he nearly knocks the door down in 
his haste to leave the room. The husband who 
insists on remaining throughout the examina- 
tion has a very abnormal make-up, and _ the 
wife may have a functional disease with good 
reason. It is not considered abnormal for a 
wife to accompany her husband: however, the 
marital combination of a meek, mousy little 
man and a robust, rigid wife who answers all 
the questions before the poor fellow can reply, 
prognostically, is considered to be a bad com- 
bination indeed. 

It is believed that almost anyone can de- 
velop a fairly good neurosis all by himself, 
but in order to develop a really good one, the 
help of the spouse is invaluable. A hysterical 
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FIGURE 1. Mother-son relationships. 


woman does not become too hysterical and her 
conversions do not become too pronounced 
unless she has a husband who helps her with 
the process by his inability or unwillingness 
to recognize the problem. A hovering, wor- 
ried, oversolicitous husband is one of the 
greatest assets a neurotic woman can have— 
from her standpoint, that is. From the clinical 
standpoint he is a grave liability. When, by 
whatever means, a woman receives the atten- 
tion she craves, there is little reason why she 
should get well, and woe betide the physician 
who tries to cure her! 

As previously mentioned, much can be 
learned about the patient at the time of the 
initial observation. Snap judgments by the 
physician are not necessarily bad. It takes lit- 
tle perception to recognize that the timid little 
man who has a salesman’s job is under serious 
occupational stress and strain: or to recognize 
the confused emotional state of the woman 
whose nervousness is so great that she is un- 
able to tell the doctor what is bothering her 
or even why she has come to see him. The 
psychotic or near-psychotic may start out with 
a long rambling discourse that is completely 
illogical. A single searching glance at the pa- 
tient often will disclose whether he looks 
healthy or ill and will give a hint of the true 
state of affairs. This is one of the simplest 


527 


A 
a 
| 4\ Z 
| 
= 


maneuvers in the physical examination and 
one which is sometimes completely overlooked. 
It often is forgotten that a sick person usually 
looks sick: a well person looks well; a worried 
person looks worried. Simple observation of 
the patient sometimes is very difficult to teach: 
The resident may recite the findings of the 
physical examination in great detail without 
ever mentioning how the patient looked. 
The interview and the factual information 
derived from it are parts of the history. How- 
ever, the way the patient reacis to the inter- 
view and how he gives the information are of 
as great significance diagnostically as are the 
findings derived from the use of the stetho- 
scope. For example, the fact that a patient’s 
mother died five years previously may not be 
contributory, but if the patient breaks out cry- 
ing when she imparts that information, then 
it is. Sometimes the manner in which patients 
do not give information is more significant 
than the manner in which they do give it. For 
instance, if a woman is asked to tell all about 
her husband and she says: “He is very kind 
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FIGURE 2, A list. 
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to our children,” and says nothing further, she 
really has given much information. The “pause 
where no pause should be” often is a valuable 
sign. If a man is asked how he likes his job, 
and he flushes, pauses and asserts, “Fine,” one 
can believe that he is concealing the truth. 

The technic of exaggeration in speech is 
easily recognized and is a positive sign of 
neurosis. For example, the neurotic woman al- 
ways has terrible pains and horrible aches: 
nothing is just ordinary—all of the complaints 
are terrific. Of course, when the physician sits 
patiently for many minutes recording all of 
the superlatives and his eyes look up to see a 
nice, pink, plump lady sitting before him, he 
usually surmises the diagnosis. The neurotic 
condition is even more apparent when, at the 
interview, the patient avidly tells of the vio- 
lent pain she is experiencing at the moment— 
and no signs of physical pain are apparent to 
the practiced eyes of the physician. 

The technic of overstatement “to make a 
point” is well known: The woman who keeps 
repeating that she has the most wonderful hus- 
band in the world has a marital relationship 
that is suspect; but the woman who insists 
that her husband is the most wonderful man 
in the world, even before she is asked, is ac- 
tively trying to hide her disappointment in 
him. The discerning physician becomes so 
deeply impressed with these observations that 
on more than one occasion he may caution his 
own wife, that if ever she is questioned on the 
subject of her husband, she must give no 
more information than his name, rank and 
serial number! 

The patient who presents a written list of 
complaints almost always is neurotic: the 
longer the list, the deeper the neurosis. When 
the list is haphazardly scribbled on odd scraps 
of paper, one can also diagnose a disorganized 
mind, When the list is long and neatly typed. 
it is easier to read, the mind that conceived 
it is more methodical, but the clinical problem 
is no simpler. It is easy to see why a written 
list of symptoms suggests the diagnosis of neu- 
rosis, but it is difficult to see why it seems to 
rule out consideration of organic disease! 
Some day a patient with a written list of func- 
tional complaints will also be found to have 
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cancer; but thus far the list has proved to be 
a remarkable protective device (figure 2)! 

Similar to the way much can be learned 
from the patient’s reaction to the history tak- 
ing, much can be learned from the patient’s 
reaction to the physical examination. To the 
highly sensitive, nervous, tense person, a gen- 
tle physical examination is a harrowing ex- 
perience; merely inflating the blood pressure 
cuff to 160 mm. of mercury while the systolic 
pressure is being measured may cause wincing 
from the “pain.” That type of person usually 
will overreact to almost any procedure. 

How a woman handles the sheet during the 
course of the physical examination gives con- 
siderable information. The overly modest 
woman wraps the sheet around her so tightly, 
and clutches it so vigorously, that it is diff- 
cult to conduct a proper examination. In con- 
trast, there is the woman who is studiedly care- 
less about the use of the covering to the point 
of exhibitionism. Such a woman usually is 
young, though not invariably so, and either is 
attractive or thinks that she is. In differentiat- 
ing the nervous, excitable woman, whose sheet 
keeps falling off because of confusion, from 
the exhibitionistic woman, a valuable sign is 
that the exhibitionist has her legs crossed 
gracefully with the toes pointed daintily (fig- 
ure 3a and b)! 


Vital Signs 


Pulse—It is well known that the pulse rate 
usually is elevated during emotional upset or 
nervous strain. It must be realized that on oc- 
casions sinus tachycardia may be so marked 
as to suggest one of the types of paroxysmal 
tachycardia. The “resting” pulse rate has little 
significance when the rest is taking place in 
the physician’s office. A sleeping pulse rate 
has much more value. 

Blood pressure—Everyone has been taught 
that the systolic blood pressure may vary wide- 
ly in situations of stress. Most physicians are 
cognizant of the fact that the systolic blood 
pressure may rise to relatively high levels in 
the presence of an anxiety state or emotional 
upset and that it does not denote the presence 
of true hypertension. It is less widely known 
that the diastolic blood pressure also may 
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FicuRE 3. Handling the sheet: (a) overmodest, (b) ex- 
hibitionistic. 


fluctuate rather widely. It is best to determine 
the blood pressure twice—at the beginning 
of the examination and perhaps an hour later. 
It is common for the systolic pressure to drop 
as much as 50 or 60 mm. of mercury in an 
hour, perhaps from a pressure of 210 to 160 
mm., but the diastolic pressure also may drop, 
perhaps as much as 20 or 30 mm. 

Temperature—Nervous people are very apt 
to have an oral hyperthermia. It is common- 
place to obtain oral readings between 99 and 
100° F.; yet, when this is not understood, 
some patients may be subjected to repeated 
extensive and uncomfortable examinations be- 
cause of no other findings than an oral tem- 
perature in the range of 99 to 100° F. It is 
very difficult to draw a fixed line between 
oral hyperthermia and true low grade fever, 
but any temperature over 100° F. ought to be 
considered as having an organic basis until 
proved otherwise. 

Respiration—There probably is no single 
sign of anxiety which more completely betrays 
a strictly functional disorder than sighing res- 
piration. The typical sighing respiration of 
the anxious patient is not found in any or- 
ganic disease syndrome. The sighing may be 
so pronounced and frequent that a hyper- 
ventilation state develops spontaneously in 
front of the examiner. Hyperventilation is a 
very important functional syndrome and often 
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FIGURE 4. The positive puddle sign. 


is overlooked. A hyperventilation test: should 
be performed during the examination of every 
patient who complains of spells or blackouts. 


Skin and Appendages 


Examination of the skin is an important 
procedure since the skin mirrors the emotions. 
Blushing, flushing of the neck, blotching of 
the skin of the face and neck, dermographism 
and patches of neurodermatitis are signs of 
emotional lability and autonomic nervous sys- 
tem dysfunction. Chronic urticaria frequently 
is due to functional causes, although the exact 
mechanism is not known. The presence of 
neurotic excoriations enables the physician to 
relax while listening to heated denials of nerv- 
ousness—-he need not even pay attention to 
what is being said! 

The extent and distribution of perspiration 
are indicative of the amount of nervousness 
present. Excessive perspiration of the hands, 
feet. axillae and forehead commonly is seen 
in anxious, tense patients. This observation 
alone does not carry much weight but, when 
fitted in with other findings, may help to com- 
plete the diagnostic picture. A rough quan- 
titative measure of axillary sweating—and 
therefore of underlying nervous tension —is 
afforded by a positive “puddle sign.” This 
sign is present when large moist spots are left 
on the cover of the table at the conclusion of 
the physical examination—the spots corre- 
sponding to the position of each axilla. This 
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amount of perspiration is above normal: pa- 
tients who leave puddles are unquestionably 
nervous (figure 4). 

A study of the hair reveals valuable infor- 
mation, Alopecia areata almost always seems 
to be associated with nervousness or emotion- 
al upsets, but alopecia totalis seems to be a 
normal state, and we can draw no pertinent 
conclusions from it. The wearing of a toupee 
is not in itself clinically significant, but a bad- 
ly matched or badly fitted toupee is revelatory, 
In this day and age so many women dye and 
tint their hair that no conclusions in regard 
to neurosis can be drawn from mere observa- 
tion of the color of the patient’s hair. Some 
women, though, who bleach their hair a flashy 
platinum blond shade are very apt to be neu- 
rotic, especially when the hair normally is 
quite dark. 

It has been noted that ordinary women, 
who are not professional entertainers, who 
pluck out all of the hairs of the eyebrows and 
substitute a thin or thick penciled line are apt 
to be neurotic. No statistics can be quoted, 
but the eyebrow sign has been of considerable 
help in diagnosing functional disease and, 
when noted, should never be ignored as clini- 
cal evidence. 

Women usually shave axillary hair: men 
seldom do. A man with shaved axillary hair 
need not necessarily be abnormal, though he 
is not one of the majority. A man who re- 
moves leg or body hair definitely is unusual. 
One of the most significant signs of neurosis, 
though it is not common, is that of shaven 
pubic hair. Observations of some 30 patients. 
including both sexes, has led to the conclusion 
that (barring preparation for surgery. ther- 
apy for parasites, or occupational necessity | 
the shaved pubic region is an invariable sign 
of the presence of functional disorder. It is 
not uncommon for women to remove an ab- 
dominal extension of the pubic hair and this 
is of no significance. 

Children commonly bite fingernails, so that 
bitten nails in school-age patients have no es- 
pecial significance. However, fingernails bit- 
ten to the quick in adults is almost as impor- 
tant a sign in the recognition of a nervous 
person as though there were a placard hung 
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about the neck proclaiming it. It is especially 
significant in an otherwise well-groomed, fas- 
tidious woman. This may not mean that there 
is any serious disorder present, but it does 
mean that tensions are being released. 


Eyes 


Many clinicians have recognized that the 
wearing of dark glasses when the sun is not 
out is a good indication of neurosis. Appar- 
ently the dark glasses act as a shield for an 
insecure person to hide behind; or perhaps 
the overly nervous and high-strung patient 
cannot tolerate light even though it is not 
bright by ordinary standards. Of course, if a 
prominent person feels that he must have the 
protection of traveling incognito, the wearing 
of dark glasses would not be clinically sig- 
nificant. There are other legitimate reasons 
for the wearing of dark glasses, so the conclu- 
sions must be carefully drawn. Tinted lenses 
have the same connotation as the wearing of 
dark glasses. It is exceedingly difficult to fit 
glasses for a tense, high-strung, worrisome 
type of person, and every ophthalmologist has 
had the experience of having such a person 
protest plaintively that the glasses did not fit 
right, even after they had been changed three 
or four times. In desperation, the ophthal- 
mologist often prescribes a tint for the lenses 
and the patient is somewhat happier. 

Another very helpful sign in regard to the 
eyes is the presence of widely dilated pupils. 
Greatly dilated, equal pupils in the presence 
of adequate light usually are related to over- 
stimulation of the sympathetic portion of the 
autonomic nervous system. Emotion as well as 
belladonna can beautify the eyes. Ties and 
twitches about the eyes often are seen in nerv- 
ous patients, but the sign of greatest signifi- 
cance is the presence of fluttering eyelids. 
Fluttering eyelids occur in only one type of 
functional disease, conversion hysteria. The 
typical picture is that of a delicate, “sissy” 
type of young woman who tells the doctor of 
all her “horrible” symptoms while managing 
a sweet, brave smile and a chaste fluttering of 
the eyelids. The mechanism of this fluttering 
is not known, but it cannot be reproduced vol- 
untarily to the same delicate degree. 
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Mouth and Throat 


One of the most common observations in 
the nervous person is a quivering and twitch- 
ing about the mouth and chin often associ- 
ated with a tremor in the voice. A whining or 
weepy voice is of considerable significance. 
The presence of extensive dental caries often 
means that the patient is so nervous that he 
cannot bring himself to visit a dentist. Nerv- 
ous people may have great difficulty in wear- 
ing dentures and many of them go from den- 
tist to dentist hoping to obtain a “better fit.” 

During the examination of the mouth and 
throat important information can be obtained 
from observing the gag reflex. It may be en- 
tirely missing in hysterical persons, though 
this is not a common finding. More common 
is the overactive gag reflex in tense and anx- 
ious persons. These unfortunate people often 
vomit when they brush their teeth; dental re- 
pair is almost impossible to undertake unless 
a general anesthetic is given. It is this type of 
person who cannot swallow a pill and some- 
times only liquid medication can be prescribed. 

The middle-aged women who paints her lips 
in a tiny Cupid’s bow often is emotionally im- 
mature, and when this pattern of lip painting 
is associated with a babylike voice one can 
almost be sure that there is a certain amount 
of neurosis. That conclusion is inescapable 
when this same adult woman affects a style of 
dress currently more befitting a teen-ager. 


Chest 


The observation for sighing respiration is 
best carried out while history taking—not dur- 
ing examination of the chest. An overly active 
heart without evidence of hyperthyroidism or 
other organic disease is significant. The oc- 
currence of extrasystoles may fit in with other 
manifestations of nervousness. The presence 
of tender spots over the rib cartilages or in 
the soft tissue often is a sign of nervousness, 
whether the syndrome be called fibrositis, neu- 
romuscular chest pain or chondritis. 


Abdomen 


Multiple scars on the abdomen do not nec- 
essarily mean that the patient is neurotic, but 
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it is surprising how many times this turns out 
to be true. Aerophagia with loud belching can 
be a most valuable sign. With just a little en- 
couragement the patient can be led to quite a 
display of air swallowing and belching, and in 
very nervous people, with a littke more encour- 
agement, a most remarkable performance can 
be witnessed. The physician who shows his 
patient that he too can swallow air and belch 
it up loudly has a great advantage over his 
nonaerophagic colleague. It may even shame 
the neurotic patient into giving up the habit, 
but the conversion then may take an even 
more pernicious form and make the physician 
wish he never had tried to help. 

The abdominal hyperreactor is one who is 
tender all over, and palpation of the abdomen 
is carried on with great difficulty. The wise 
examiner comes back to sneak a few surrepti- 
tious palpations while the patient’s mind is 
being diverted by some other procedure like 
tapping of the reflexes. The “tender aorta syn- 
drome” is seen only in nervous patients. All 
aortas are tender if pushed on with consider- 
able force, but the reaction is not great when 
only moderate pressure is used and the subject 
is emotionally stable. 

Surgeons of wide experience found long 
ago that ticklish abdomens do not ordinarily 
contain significant organic disease. 


Rectum and Genitalia 


It is well known that rectal and pelvic ex- 
aminations are not particularly pleasant ex- 
periences, but it is also well known that these 
examinations are not particularly painful. 
Thus, in the absence of organic disease, when 
these examinations are so painful that the pa- 
tient cannot tolerate them, one gains a good 
deal of information about the nature of the 
nervous system and the pain threshold. Occa- 
sionally the finding of an intact hymen after 
weeks or months of marriage will suggest that 
the marital relationship is abnormal, despite 
vigorous protestations by the patient. 

Thus, it can be seen that there are many 
physical evidences of functional disease. Many 
other signs probably have been observed by 
discerning physicians. There is no need to 


make a diagnosis of functional disease by ex- 
clusion and such a procedure is fraught with 
danger. When the diagnosis of anxiety neu- 
rosis or hysteria is made on positive evidence, 
there is no reason for the physician to feel in- 
secure. This diagnosis will remain valid no 
matter what else is found. However, the con- 
scientious examiner must always ask himself: 
“What else?” There comes a time when even 
the most extreme hypochondriac develops or- 
ganic disease. To find disease early, when it is 
obscured by a multitude of symptoms every- 
where, is a difficult job indeed. Yet, too com- 
monly, the functional disease is missed com- 
pletely and all of the symptoms are blamed on 
some mild and perhaps innocuous organic con- 
dition. Just as common is the tendency when 
no organic disease can be found, to invent one, 
or at least to invent something that sounds or- 
ganic, such as “low blood pressure,” “low me- 
tabolism,” “female trouble” or “virus.” The 
substituted organic disease is then treated 
vigorously and often with surprisingly good 
results, at least for a while. 

The easiest way to practice medicine is to 
ignore the functional disorders by having 
available a suitable organic diagnosis for each 
condition; this policy certainly takes less time 
and creates less strain for the physician. The 
temptation to follow it is great. However, it 
must be clearly noted that the next easiest way 
to practice medicine is to diagnose the basis 
of every condition as being functional: a difh- 
cult problem, a mean and uncooperative pa- 
tient, a clinical syndrome that just will not 
fit. It is as easy to be prejudiced in favor of 
one theoretical diagnosis as another, but a 
good physician tries to maintain his diagnos- 
tic balance. 

It should be emphasized that none of the 
signs of functional disease here discussed is 
infallible, although a few are very nearly in- 
fallible. Clinically, one should try to visualize 
the total picture by fitting each observation 
into place and by assessing the value of each 
in relation to the whole. The wisest physician 
and most accurate diagnostician is the one 
who uses plenty of common sense, and who is 
sensitive, high-strung and nervous himself. 
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JAMES A. EVANS* 


Lahey Clinic, Boston 


Tue term malignant 
hypertension is a con- 
venient one which is 
used to designate 
grades 3 and 4 hyper- 
tension; that is, those 
types of hypertension 
that are associated 
with hemorrhagic hy- 
pertensive retinitis. At 
the Lahey Clinic, our 
classification of grades 
3 and 4 hypertension coincides with that of 
Keith, Wagener and Barker,’ who in 1939 
used the terms group 3 and group 4 to desig- 
nate those types of hypertension in which the 
survival rate was very poor. Figure 1 shows 
the survival rates in cases of the four grades 
of hypertension in which the patients were 
treated medically before the new hypotensive 
drugs were available. 

In grades 3 and 4, hemorrhages occur in 
the ocular fundi and often are associated with 
exudates, varying degrees of sclerosis and 
spasm of the arterioles. In grade 4, choked 
disks are present, and the arteriolar sclerosis 
in the kidneys is more advanced than it is in 
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Modern Therapeutic Approach to 
Malignant Hypertension 


grade 3, which makes the prognosis still 
graver. If for no other reason than the poor 
prognosis, hypertension associated with hem- 
orrhagic retinitis seems to be in a category 
apart from ordinary chronic hypertension, 
and to my mind seems to warrant being desig- 
nated as malignant. There are other reasons 
for considering this type of hypertension sep- 
arately. It occurs in a younger agé group than 
the other types of hypertension do, its onset 
is likely to be more sudden, and the progress 
may be more rapid, often with dramatic loss 
of weight, rapid deterioration of renal func- 
tion, and a greater fixity of the blood pressure 
in a higher range. The history often reveals 
the lack of a labile blood pressure for years 
before the disease is recognized. 

Another strong argument that malignant 
hypertension is a separate disease is that the 
results of splanchnicectomy are much better 
in cases of this type of hypertension than they 
are in cases of grade 2 hypertension associated 
with vascular sclerosis, hypertensive heart dis- 
ease and nephrosclerosis. In cases of malig- 
nant hypertension, the response to splanch- 
nicectomy often approaches a cure, and is 
then more gratifying than it is in cases of 
grade 2 hypertension. However, in the latter 
type of hypertension, the survival rate after 
splanchnicectomy is considerably higher than 
it is in cases of grade 3 hypertension and far 
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PERCENTAGE SURVIVORS 


FIGURE 1. Survival according to the duration of hyper- 
tension (Palmer and Muench). 


greater than it is in grade 4 hypertension. 

We found no significant difference in the 
satisfactory blood pressure levels obtained in 
67 per cent of patients with grade 3 hyper- 
tension surviving for 4 to 14 years after 
splanchnicectomy and in 62 per cent of cases 
of grade 2 hypertension in which the patients 
lived for six months to three years after the 
operation, Satisfactory blood pressure levels 
: were obtained in 81 per cent of the cases of 
grade 4+ hypertension in which the patients 
survived for 4 to 14+ years. In other words, in 
the most malignant type of hypertension, if 
renal function is good, we obtain a reversal 
of the disease process in the greatest percent- 


age of cases when the survival period is more 
than four years. 

The same phenomenon is being seen in 
some cases of malignant hypertension in which 
drug therapy is employed. This type of ther- 
apy sometimes cures patients with an other- 
Bt wise poor prognosis. This, of course, occurs 
ij only in cases in which the renal function is 
good and only slight sclerosis is present in the 


retinal arterioles. It may, however, occur in 
cases in which hemorrhages and exudates are 
( present in the ocular fundi, and even in cases 
in which choked disks are present. 
at In many cases of nonmalignant hyperten- 
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sion in which the course of the disease re. 
mains benign for many years, hemorrhagic 
changes develop suddenly in the ocular fundi, 
and the disease presumably enters the malig. 
nant category. In such cases, it has been our 
practice either to perform splanchnicectomy 
or to hospitalize the patients and to start ad- 
ministering ganglionic blocking agents. Given 
the premise, then, that hypertension associ- 
ated with hemorrhages in the ocular fundi is 
potentially fatal within four years, we feel 
compelled to treat these patients with vigor. 


Surgical Treatment 


The choice of surgical as opposed to medi- 
cal treatment has become a moot question, 
With the usual violent swings in the fashions 
of current therapy in any disease, the number 
of splanchnicectomies which have been per- 
formed annually at the Lahey Clinic has de- 
creased from 87 in 1947 to 8 in 1954 (table 
1). This is because of the success of short- 
term medical therapy. We do not yet have 10 
year survival rates in cases in which patients 
with the various grades of hypertension were 
treated with the new hypotensive drugs and, 
therefore, cannot make a comparison with 
survival rates in cases in which surgical treat- 
ment was used. The real test for long-term re- 
sults of therapy is malignant hypertension 
(hypertension grade 3 or 4). In far more than 
half of the cases of benign hypertension (hy- 
pertension grade | or 2), the patients will live 
for four years regardless of treatment used. 

We recently made a careful study of the 
period of survival in cases of hypertension 
grades 3 and 4 in which hemorrhages were 
present in the ocular fundi.* Follow-up data 
were obtained for 4 to 14 years after opera- 
tion. The period of survival is shown in tables 


TABLE 1 
NUMBER OF SYMPATHECTOMIES PERFORMED FOR 
AT THE Laney CLinic 
1951-1954 


YEAR SYMPATHECTOMIES 
1951 49 
1952 23 
1953 26 
1954 8 
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TABLE 2 


CUMULATIVE Survival Rates tor Patients With Grape 3 


MONTHS AFTER CLASSIFICATION 


6 
18 
30 
42 
54 
66 
78 
90 

102 
114 
126 


PER CENT OF PATIENTS WHO SURVIVED 


After surgical treatment* 


95.9 
87.1 

83.7 
76.2 
72.8 
67.3 
61.9 
61.9 
56.2 
46.0 
46.0 


| 
| 


After medical treatment 


74 
47 
32 
25 
22 
20 
10 

0 


*Data of Huntington and Evans* 
+Data of Keith, Wagener and Barker' 


2 and 3, and the survival curves are shown in 
figures 2 and 3. 

The survival rate for patients with hyper- 
tension grade 3 or 4 was compared with the 
expected survival rate for patients who were 
treated medically before the advent of the new 
hypotensive drugs. In the cases of grade 3 
hypertension, the cumulative survival rate was 
46 per cent in 10 and a half years as com- 
pared with an expected survival rate of 0 per 
cent according to Keith, Wagener and Barker' 
(table 2). The survival rate of the patients 
was based on cumulative figures, which was 
the statistical method used by Keith, Wagener 
and Barker. The selection of the patients in 


TABLE 3 


our series corresponds with that in the series 
of Keith, Wagener and Barker. 


In the cases of grade 4 hypertension, the 


relative survival rate was 39.9 per cent in six 
and a half years as compared with an expected 
survival rate of 5.6 per cent. At 10 and a half 
years, the survival rate was 33.4 per cent. The 
survival rates in these cases are the “relative” 
survival rates (1x) by annual intervals be- 
ginning six months after classification, for 
closer comparison with the survival rates re- 
ported by Palmer and Muench* for patients 
who were treated before the advent of the new 
hypotensive drugs. In our cases of grade 4 


hypertension, the age and sex of the patients 


Ratio or Onserveo To Exeecrep SurvivaL or Patients Wiru Grape 4 Hyeertension* 


MONTHS AFTER CLASSIFICATION 


90 
102 

114 | 
126 | 


PER CENT OF PATIENTS WHO SURVIVED 


After surgical treatment? 


90.0 
74.1 
62.5 
54.0 


| 


After medical treatment? 


*1, ratio changed to percentage 
of Huntington and Evans* 
tData of Palmer and Muench* 
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70) Evons-Poppen Study 
ricure 2. Cumulative 
survival curves for pa- 
tients with grade 3 hy- 
50 pertension, 
40) 
30) 
Keith Wagener-Barker Study 
20} 
10 
60 72 
MONTHS 
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\ Palmer - Muench Study 
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Figure 3. Relative survival curves for patients with grade 4 hypertension. 
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correspond with the age and sex of the pa- 


tients in the cases reported by Palmer and 
Muench. 

Besides the encouraging survival rates after 
splanchnicectomy in our series of cases, the 
blood pressure readings were satisfactory in 
67 per cent of the cases of grade 3 hyperten- 
sion and in 81 per cent of the cases of grade 
4 hypertension. Hemorrhages and exudates in 
the ocular fundi disappeared in 84 per cent 
of the patients with grade 3 hypertension, and 
choked disks, hemorrhages and exudates no 
longer existed in any of the patients with grade 
4 hypertension. Although a few of the patients 
with grade 4 hypertension were almost blind 
when they entered the hospital, they were able 
to read a newspaper when they were dis- 
missed. The patients who were treated sur- 
gically were a selected group, and their renal 
function was rather good at the time of opera- 
tion. In 8 of 105 cases of malignant hyper- 
tension in which the patients survived for 4. 
to 14 years, renal function was definitely im- 
proved, Ability of the kidneys to concentrate 
urine to a specific gravity of at least 1.020 
apparently is the best prognostic test for a 
good result in cases of malignant hyperten- 
sion. It is remarkable how often nocturia dis- 
appears after operation, but this is only an 
impression; we never have compiled figures. 

The marked morbidity rate associated with 
splanchnicectomy and the resistance of the 
patient and the referring physician to agree to 
surgical therapy have influenced us so that 
we prefer the easier, now effective, medical 
treatment for hypertension. But are we justi- 
fied in abandoning splanchnicectomy entire- 
ly? If the patient with malignant hyperten- 
sion is young and has good renal function, we 
still prefer to perform splanchnicectomy rather 
than wed him to a drug regimen for the rest 
of his life. We will not operate on a patient 
if he has irreversible azotemia or if intrave- 
nous pyelography reveals that his kidneys are 
unable to concentrate the dye well. If a pa- 
tient does not have enough functioning glo- 
meruli, no method of therapy will prolong his 
life for many years. It is surprising, however, 
to find how long a patient with chronic azo- 
temic hypertension may survive on a strict 
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200 mg. sodium diet with nonprotein nitro- 
gen values constantly between 50 and 150 mg. 
per 100 cc. of serum, provided he is not a 
“sodium loser.” 

The cardiac status of a patient with malig- 
nant hypertension does not deter us from ad- 
vising surgical therapy. In some of the cases 
in our series, cardiac enlargement was pres- 
ent before operation or an electrocardiogram 
disclosed an abnormality. The cardiac status 
of the patients was improved in approximately 
half of the cases of grade 3 hypertension and 
in about a third of the cases of grade 4. 

The size of the heart decreased postopera- 
tively in 81 per cent of another series of 106 
cases of various grades of hypertension in 
which cardiac enlargement was present before 
operation was performed.’ A young person 
who has cardiac decompensation is a good 
operative risk if compensation can be restored 
or if he has had the nocturnal dyspnea of left 
ventricular failure. If cardiac failure recurs 
constantly after compensation has been re- 
stored, or if congestive heart-failure is immi- 
nent, we take out one adrenal gland at the 
second stage of splanchnicectomy, not with 
the idea that this will alter the physiologic 
function but to facilitate total adrenalectomy 
later should splanchnicectomy, a low sodium 
diet and drug therapy be of no avail. If all 
other measures fail, total adrenalectomy is 
then indicated for its profound effect on sodi- 
um metabolism to prevent congestive heart- 
failure, as well as for its effect on steroid 
metabolism or whatever the mechanism may 
be that lowers blood pressure. 

Figure 4 shows the restoration of a heart 
to normal size after splanchnicectomy and 
total adrenalectomy were performed in a case 
of grade 4 hypertension. In this case, cardiac 
decompensation had occurred repeatedly for 
four years. Unfortunately, the patient died 
suddenly of coronary occlusion one year after 
the operation, when he was just beginning to 
enjoy life after seven months of severe post- 
operative morbidity. 

In practically all cases of malignant hyper- 
tension, we try medical treatment before re- 
sorting to surgical therapy. If it proves satis- 
factory, it naturally is continued. If it does 
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FIGURE 4. Restoration of normal heart size in case of 
grade 4 hypertension in which splanchnicectomy and 
adrenalectomy were performed. 
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not control the hypertension satisfactorily, and 
if renal function is adequate, splanchnicec. 
tomy should be performed. If the patient tires 
of the tedious routine of drugs and keeping 
his own blood pressure charts at home, we 
feel that we can offer him splanchnicectomy 
with the hope of satisfactory results, especially 
if the administration of ganglionic blocking 
agents has lowered his blood pressure satisfae- 
torily. We have not accumulated enough cases 
in’ which splanchnicectomy was performed 
after medical therapy was abandoned to know 
whether the theoretically encouraging results 
of treatment with ganglionic blocking agents 
is a fact. In spite of the advent of more effica- 
cious hypotensive drugs than have hitherto 
been available, splanchnicectomy is a_valu- 
able resort in cases of hypertension in which 
hemorrhages are present in the ocular fundi. 


Medical Treatment 


If malignant hypertension is to be treated 
medically, the treatment must be vigorous and 
meticulous. [It necessitates the complete co- 
operation of the patient as well as his careful 
education in regard to the treatment. He must 
be intelligent enough to learn, and he must 
have the will to persist. 

The analogy between the modern drug ther- 
apy of malignant hypertension and the insulin 
treatment of grade 4 diabetes is striking. In 
each of these diseases, the patients must be 
educated regarding the treatment, and a pre- 
liminary period of hospitalization is neces- 
sary. The patient with hypertension must be 
taught to check his own blood pressure, and 
the patient with diabetes must be taught to 
test his urine for sugar. They must both keep 
charts in order to enable their physicians to 
adjust the doses of hypotensive drugs or in- 
sulin. The patient with hypertension is sub- 
ject to postural hypotension, while the dia- 
hetic patient is subject to insulin shock. These 
reactions occur when the patients are improv- 
ing, and they are indications for lowering the 
doses of hypotensive drugs or insulin. 

When we start the medical treatment of 
malignant hypertension, we “prime” the pa- 
tient for at least two weeks with Rauwolfia. 
For this purpose, we administer 150 to 200 
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mg. of RAUDIXIN™ daily, or we give 75 to 100 
mg. of serpAsiIL” if anxiety and nervous ten- 
sion are important factors. Raudixin is cheap- 
er. It must be remembered that the drug bill 
for patients with hypertension can amount to 
$25.00 per month. One of our patients is tak- 
ing three drugs, and the drug bill is about 
$35.00 per month. If one starts the adminis- 
tration of a ganglionic blocking agent before 
the administration of Rauwolfia or simultane- 
ously with it, postural hypotension may occur 
suddenly after the drug has been administered 
for three to five weeks (figure 5). 

Figure 5 also illustrates the necessity for 
the patient’s keeping his own blood pressure 
charts at home. The visual proof of the nature 
of the patient’s reaction is apparent. The blood 
pressure readings of 240 mm. systolic and 
124 mm. diastolic obtained in the office were 
misleading since these pressures were 170 mm. 
and 110 mm., respectively, when they were 
determined in the patient’s home. Figure 6 
further illustrates a typical graph of the blood 
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pressure readings obtained in the hospital, at 
home and in the office. Figure 7 is a chart 
compiled by the patient from data kept at 
home during the first few weeks when the 
proper doses were being determined. It shows 
the trend of gradual reduction of average 
hlood pressure readings without many actual 
drops after the administration of each indi- 
vidual dose. Two episodes of postural hypo- 
tension occurred, and the more severe one 
was accompanied by constipation. 

Unless the patient is in a_ hypertensive 
crisis, this “priming” period is spent at home. 
The patient then is hospitalized for the addi- 
tion of ganglionic blocking agents, preferably 
pentolinium tartrate (ANSOLYSEN®). A new 
ganglionic blocking agent ECOLID® (Ciba) 
is equally satisfactory. Both of these drugs are 
less violently hypotensive and less constipat- 
ing than hexamethonium. 

For treating a patient with malignant hyper- 
tension, we advocate the method of Smirk.” 
The patient is taught to take his blood pres- 
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FIGURE 6. Typical graph of blood pressure readings at 
the hospital, at home, and in the office. 
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sure in the standing position because too much 
postural hypotension must be avoided. If the 
blood pressure taken in this position falls be- 
low 150 mm. systolic, he must halve the next 
dose of the ganglionic blocking agent. If it 
falls below 120 mm. systolic, he must omit 
the next dose and halve the one after that. We 
start by administering 20 mg. orally, and we 
increase each succeeding dose by 20 mg. if 
the systolic blood pressure stays above 160 
mm. It seldom is necessary to administer more 
than 100 mg. four times a day. 

We regard apresoLine® hydrochloride as 
the most toxic of these drugs. Daily doses of 
more than 150 mg. of this drug never should 
be given for long periods. Rheumatoid arthri- 
tis has developed in numerous reported cases 
in which this drug has been administered, and 
we have observed four cases in which this oc- 
curred. This drug also depresses the bone mar- 
row. One of our patients who had taken 300 
mg. of the drug daily for a year almost died 
of septic sore throat and agranulocytosis after 
rheumatoid arthritis had developed. After we 
had had several unfortunate experiences with 
Apresoline and had almost abandoned its use, 
we recently observed two cases in which it 
was very effective. In each of these cases, ma- 
lignant hypertension recurred after splanch- 
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FIGURE 7. Blood pressure chart compiled by patient at home during the first weeks when the doses were being adjusted. 
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TABLE 4 


Resutts or MepicaL TREATMENT OF HYPERTENSIVE PATIENTS FOLLOWED 4 To 31 
Montus AFTER BEGINNING TREATMENT 


CONDITION OF PATIENTS 
Improved Same W orse Unknown 
Geade 3 hypertension (56 patients) 
Blood pressure 53 2 1 0 
Ocular fundi 34 14 1 7 
Kidneys 5 5 8 38 
Grade 4 hypertension (22 patients) 
Blood pressure 16 1 5 0 
Ocular fundi 17 5 0 0 
Kidneys 4 z 3 13 
TABLE 5 


Resutts or Druc THerapy Cases oF Grapes 3 AND 4 HYPERTENSION 


SURVIVED FOR 4 TO 31 MONTHS 


BLOOD PRESSURE IMPROVED 


TYPE OF HYPERTENSION CASES $$$ 
Number Per cent | Number Per cent 

Grade 3 56 a 732 53 94.6 

Grade 4 22 13 | 59.1 16 72.7 


nicectomy was performed, and it was accom- 
panied by severe nephrosclerosis and azotemia. 
The addition of Apresoline to Rauwolfia and 
pentolinium tartrate improved the condition 
of the patients enough to ward off impend- 
ing death. This resulted from the ability of 
Apresoline to increase plasma flow and glo- 
merular filtration. In one of these cases, the 
administration of as little as 50 mg. per day 
re-established the blood pressure at a moder- 
ate level and brought the value for the non- 
protein nitrogen down from 88 mg. to 66 mg. 
per 100 cc. of serum. Both patients are sodi- 
um losers and therefore cannot tolerate a low 
sodium diet. 

Combinations of the newer hypotensive 
drugs were used in 78 cases of hemorrhagic 
hypertensive retinitis (hypertension grade 3 
or 4). In 17 of the 78 cases, there was evi- 
dence of severe renal involvement before treat- 
ment was started. The clinical results of the 
treatment are shown in table 4, and the sur- 
vival rates are shown in table 5. Fifty-four 
(69.2 per cent) of the 78 patients survived 
for 4 to 31 months. Of the patients with grade 
3 hypertension, 73.2 per cent survived for 4 
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to 31 months, and almost all (94.6 per cent) 
had a significant drop in blood pressure. Of 
the patients with grade 4 hypertension, 59.1 
per cent survived a similar period of observa- 
tion and treatment, and 72.7 per cent of this 
group of very severely ill patients had a sig- 
nificant drop in blood pressure. Although it is 
too early to evaluate the survival rates in this 
group of 78 cases, the results are encouraging. 

The hypotensive drugs themselves are not 
without danger unless the dose is carefully 
controlled. One can best accomplish this by 
beginning treatment in the hospital and by 
teaching the patients to take and record their 
own blood pressure at home. 
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ULCERATIVE 
COLITIS and 
FAMILIAL 
POLYPOSIS 


ene stage 
total 
colectomy 


LOUIS T. PALUMBO AND GEORGE M. RUGTIV 


Art work and photography by personnel of the 
Medical Illustration Laboratory 


Veterans Administration Center, Des Moines, lowa 
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The incidence of ulcerative colitis is increasing. It may occur at 
any age from 4 to 70 years. 


The incidence of malignancy is higher among patients who have 
had ulcerative colitis 10 years or longer; it is reported to be 15 to 36 
per cent. 


Carcinoma develops eventually in all cases of familial polyposis. 


Surgical treatment is required in 15 to 35 per cent of patients with 
chronic ulcerative colitis: it is absolutely indicated in all cases of fa- 
milial polyposis. 


INDICATIONS FOR SURGERY IN ULCERATIVE COLITIS 


Perforation Obstruction or stricture 
Hemorrhage Segmental involvement 
Malignancy Polyps and pseudopolyps 


Acute unrelenting exacerbation 
Medical intractability; chronic disability; invalidism 
Persistent disabling anorectal disorders 


Continual and recurrent rectal bleeding 


Dysfunction secondary to toxemia, as 
arthritis, pyoderma, thrombophlebitis, 
impending acute liver degeneration 


A CHOICE OF PROCEDURES IS AVAILABLE 


Permanent ileostomy ( prelimi- —— > ADVANTAGES (single stage 
nary to or at the time of the total colecteeny outy) 
colectomy ) 


Only one operation 
Rapid recovery and 
Multiple stage total colectomy meee 
Ease of resection 
Fewer complications 
kg Single stage total colectomy ———— Lower morbidity and 


mortality rates 


Segmental colectomy Economic saving to patient 


and hospital 


June 1956 543 


3 
"THESE ARETHE FACTS 
t 


Ileostomy alone before 1947 18 to 53 per cent 


Ileostomy alone after 19-47 0 to 2 per cent 
Total colectomy in stages 4 to 15 per cent 


sk Total colectomy in one stage with or without 
preliminary ileostomy 0 to 2 per cent 


(No deaths in our series since 1950) 


Vortality and morbidity rates for these procedures are declining, due 
to a number of factors such as: 
@ Improved preoperative, operative and postoperative manage- 
ment, 
Adequate whole blood replacement, 
Attention to fluid and electrolyte requirements, particularly 
sodium, potassium and chlorides. 


Advances in anesthesia. 


otics, and ACTH or cortisone. 

Earlier recognition of need for surgery. 

Surgery in fewer stages or in a single stage procedure. 


« 
@ Other supportive measures, i.e., proper diet, vitamins, antibi- 
e 
* 


Early ambulation. 


Barium enema, advanced ulcerative colitis. Colon is fore- Barium and air enema, advanced familial polyposis. Mul- 
shortened, tubular and narrowed, with loss of haustral tiple crescent shadows in rectosigmoid segment indicate 
and mucosal markings. typical polypoid changes. 
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Uleerated, velvety, thickened mucosa. 


Chronic ulcerative colitis, entire colon, terminal ileum 
and anal canal. Mucosa is velvety. thickened. Darker 
areas represent ulcerations. Sigmoid, rectum and anal 
canal rigid and narrowed. 


Familial polyposis with massive cobblestone appear- 
ance. Large dark polyps reveal adenocarcinoma. 


Typical polypeid changes in rectal mucosa. 
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Top left. Lines of skin incisions for colectomy 
and ileostomy. 


Top right. Anterior rectus sheath and both 
rectus abdominis muscles divided transversely. 


Left. This incision assures adequate exposure 
of entire abdominal and pelvic cavities. 


Bottom left. Terminal ileum divided beyond 
limit of microscopic pathology; ascending and 
transverse colon completely mobilized. 


Bottom right. Entire colon mobilized down to 
pelvic floor. Patient in slight Trendelenburg 
position is viewed from above left shoulder. 
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Top left. Relationship of viscera after colee- 
tomy. Inset: Heostomy and mesenteric fixation 
to body wall. 


Top right. Rectus sheaths sutured with inter- 
rupted 00 silk. 

Right. Perineal removal of anus, anal canal 
and rectum by dissection close to bowel wall. 
Bottom left. Perineal wound revealing pros- 
tate and seminal vesicles. 


Bottom right. Perineal pack. Primary closure 
may be accomplished in some cases. 


Removal of anorectal segment is 
indicated in familial polyposis when 
changes are so extensive lesions can- 
not be controlled by electrofulguration. 

Close dissection of the rectum and 
anal canal when carcinoma is not 
present conserves the autonomic nerve 
supply io the remaining pelvic vis- 
cera. This eliminates disturbances in 
bladder function and prevents loss of 
sexual potency and function. 


4 
| 


Dramatic early postoperative changes in body habitus typical in 
ulcerative colitis patients, 


At operation, 5 ft. 7 in, 97 Nineteen weeks postoperative. At operation, 6 ft. in. 89° “Twenty-three weeks post 
Ib.; six weeks postoperatively, Tb. Ib.; seven) weeks postopera- operatively, 167 Ib. 


115 Ib. tively, tb. 


Watertight polyethylene pouch fitted to ileostomy im 

mediately postoperatively permits easy and safe early 

care. Inset: Collar which is cemented to skin is Typical matured and fune- 
~ adaptable to size of ileostomy spur. tional ileostomy spur. 
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Permanent appliances and fittings for pa- 
tient’s daily use. 


POSTOPERATIVELY 


The patients are rehabilitated quickly, being restored to a florid 
and healthful state without outward evidence of physical handicaps. 


They no longer are fearful or depressed; they regain confidence, 
become mature and self-reliant. 


They are able to return to a normal socio-economic life. 


SUMMARY 


@ Colectomy is mandatory in all cases of familial polyposis. 


@ From 15 to 35 per cent of all patients with ulcerative colitis need 
surgery. 


@ Karly surgical intervention is indicated in both diseases. ; 


SY /leostomy and one stage total colectomy or preliminary ileostomy fol- 
lowed by total colectomy in stages is the current surgical policy. 


@ Segmental colectomy is indicated for those patients having a seg- 
mental type of ulcerative colitis. 


@ Morbidity and mortality rates show a marked and progressive de- 
cline the past several years. 


@ Adequate whole blood and fluid replacement and careful attention 
to electrolyte requirements are important in over-all management. 


@ Adrenal insufficiency during periods of stress should be avoided by 
proper use of ACTH or cortisone. 
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Mechanical Treatment of 


Pulmonary Failure 


JOHN AFFELDT, CLARENCE R. COLLIER AND 


JACK D. HACKNEY * 


Rancho Los Amigos, Hondo, California 


Purtmonary failure 
is the immediate cause 
of difficulty and death 
in numerous and di- 
verse diseases, Some of 
the diseases are rever- 
sible, while others are 
slowly progressive. By 
artificially providing 
adequate) pulmonary 
ventilation, time is 
gained during which 


JOHN AFFELDT 


the disease process may be alleviated or at 
least temporarily reversed, allowing additional 
useful life for the patient. 

Pulmonary failure may be defined as the 
inability of the lungs to meet the bodily re- 
quirements of gas exchange. This definition 
includes the failure of pulmonary ventilation 
to provide adequate oxygen to and adequate 
*Rancho Los Amigos Respiratory Center for Poliomvelitis, Hondo, 
California; Department of Internal Medicine, College of Medical 
Evangelists, Los Angeles, California, (Dr. Collier is now with the 
Department of Physiology, Harvard Sehool of Public Health, Boston, 


Massachusetts.) 


The Respiratory Center is aided by an annual grant from the National 
Foundation for Infantile Paralysis, Ine. 


Presented before the fortieth annual Assembly of the Interstate Post- 
graduate Medical Association at Milwaukee. 
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removal of carbon dioxide from the alveolar 
space, or failure of gas exchange between alveo- 
lar space and pulmonary capillaries, or both. 

If the failure is a result of improper gas dis- 
tribution in the lung or inadequate diffusion 
across the alveolar tissue, only the oxygen will 
be significantly affected, as carbon dioxide 
can be eliminated much more readily than 
oxygen can be taken up. Supplemental oxygen 
therapy is the treatment of choice when only 
oxygen uptake is inadequate. If the failure is 
a result of inadequate alveolar ventilation. 
both the oxygen and carbon dioxide are af- 
fected. The alveolar and arterial oxygen de- 
creases, resulting in hypoxemia, and alveolar 
and arterial carbon dioxide rises, resulting in 
respiratory acidosis. If the carbon dioxide 
rises high enough, the respiratory center be- 
comes insensitive to it, removing an impor- 
tant stimulus to respiration. At this point. 
respiration is driven by the hypoxic stimuli 
from the carotid and aortic bodies. If the hy- 
poxemia is relieved by supplemental oxygen 
therapy. the only remaining stimulus to res- 
piration is removed. Further depression of 
ventilation follows with further retention of 
carbon dioxide. This sequence of events re- 
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sults in severe respira- 
tory acidosis and may 
be fatal. Adequate ven- 
tilation is the needed 
therapy in this situa- 
tion. Supplemental 
oxygen may be needed 
and used, but most im- 
portant is adequate 
ventilation. This situa- 
tion with treatment by 
artificial respiration 


CLARENCE R. 
COLLIER 


has been described by 
Boutourline-Young and Whittenberger.' 

The term “pulmonary failure” or its equiva- 
lent, such as insufliciency, is not new. It has 
been in textbooks and the literature for many 
years. It is understood and accepted by nearly 
all physicians. Yet, it is not used as commonly 


oe 


as the comparable terms “cardiae failure” and 
“renal failure.” Perhaps this is partly due to 
the fact that pulmonary failure is usually con- 
sidered a terminal event with little effective 
therapy available. The terms cardiac failure 
and renal failure serve a useful purpose, as 
their recognition and diagnosis are logically 
followed by appropriate treatment to reverse 
the failure and restore adequate function. 

It is the purpose of this paper to show that 
pulmonary failure due to certain diseases can 
he reversed by the use of mechanical means 
such as the respirator and tracheotomy, and 
that such patients can be restored to useful 
life thereby. 

Diseases affecting pulmonary function may 
he roughly grouped according to their mecha- 
nism of action. Involvement of the respiratory 
center in the brain stem may result from in- 
fection, trauma, tumor, vascular disorders and 
drugs. Involvement of the neuromuscular sys- 
tem resulting in paralysis of the respiratory 
muscles may result from poliomyelitis, myas- 
thenia gravis, infectious neuronitis, progres- 
sive muscular atrophy, hypopotassemia, verte- 
bral trauma, diphtheria and drugs. Fixation or 
limitation of the lung and thorax may be pro- 
duced by emphysema, scoliosis, pulmonary 
fibrosis, scleroderma and abdominal disten- 
tion. The airway may be partially obstructed 
in asthma and emphysema. This list is not 
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complete but adequate- 
ly represents the vari- 
ous mechanisms which 
may have a common 
end result. 

There are various 
mechanical means of 
providing artificial res- 
piration. The tank and 
cuirass respirators, 

JACK D. widely used in treat- 
HACKNEY ment of poliomyelitis, 
produce ventilation by 
rhythmically lowering the pressure around 
the body. The rocking bed, also used in polio- 
myelitis, takes advantage of the shifting iung 
position as body position shifts. Intermittent 
positive pressure applied to the airway will 
ventilate the lungs. There are various such 
devices commercially available which have 
heen widely used in chronic pulmonary dis- 
eases. These devices, whether they are applied 
to the airway or the body, will provide ade- 
quate pulmonary ventilation for prolonged pe- 
riods and thus support pulmonary function 
over critical stages in certain diseases. The fol- 
lowing case histories of paralytic diseases il- 
lustrate the use of mechanical respirators. 

Case 1—An 18 year old Mexican woman 
had had progressive muscular weakness of her 
legs for one year. A week before admission, 
an upper respiratory infection developed. She 
was brought to the hospital in acute respira- 
tory distress with cyanosis and in a semi- 
comatose state. There was pooling of mucus 
in the hypopharynx. Her vital capacity was 
300 ml. (10 per cent of predicted normal). 
Tracheotomy was performed and she was 
placed in a tank respirator, with prompt relief 
of her distress. Although the spinal fluid was 
normal she was considered to have bulbar- 
spinal poliomyelitis, with myasthenia gravis 
to be ruled out. A pROSTIGMIN® test was in- 
terpreted as negative. Improvement occurred 
over the subsequent three months. The respira- 
tor was stopped, the tracheal stoma was closed 
and she was discharged to the outpatient clinic. 

Four months later the character of her pa- 
ralysis again suggested myasthenia gravis. The 
Prostigmin test was strongly positive, estab- 
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LCase 3. Patient's progress as shown by vital 
capacity. 


lishing the correct diagnosis. Recovery was 
dramatic and therapy was instituted. Her vital 
capacity rose to L400 ml. (47 per cent of pre- 
dicted normal). Three months later her moth- 
er decided Prostigmin was a harmful drug and 
stopped it. The patient was again admitted to 
a hospital semicomatose, in respiratory dis- 
tress and cyanotic. The past history and diag- 
nosis were not known to the staff so she again 
had a tracheotomy and respirator care until 
information led to Prostigmin again. 

Although Prostigmin was the proper treat- 
ment in this case, the tracheotomy and respi- 
rator carried the patient through the critical 
period of pulmonary failure until the correct 
diagnosis and therapy were established. The 
procedure was lifesaving in this instance. 

Case 2--A 40 year old white man had been 
known to have progressive muscular atrophy 
with ascending spread for three years. He was 
admitted to the hospital in pulmonary failure 
as manifested by respiratory distress and a 
vital capacity of 450 ml. (11 per cent of pre- 
dicted normal). He was placed in a tank res- 
pirator, with relief of distress. The disease 
slowly continued to progress, requiring a tra- 
cheotomy 10 months later. He lived 15 months 
after being placed in the respirator, eight of 
them at home with his family. 


In this case the respirator merely prolonged 
the fateful day; however, both the patient and 


his family considered those 15 months as 


precious. 

Case 3A 32 year old white man, a dentist, 
became ill with severe bulbar-spinal polioen- 
cephalitis. Disorientation, semicoma and cya- 
nosis developed due to pulmonary failure and 
encephalitis. The pulmonary problem was re- 
lieved by tracheotomy and tank respirator, 
but the encephalitic symptoms lasted several 
weeks. His progress as shown by vital capacity 
can be seen in figure 1. The tracheotomy tube 
and respirator were removed in five weeks, 
Despite considerable initial paralysis and a 
nearly fatal course, he has shown remarkable 
recovery and is about ready to return to his 
dental practice, although some residual paral- 
ysis remains, 

This patient is more fortunate than most 
patients who have poliomyelitis of this sever- 
ity: however, this serves to emphasize the 
value in providing mechanical ventilation 
through the critical period. A useful life was 
saved. 

These three patients, each with a distinct 
and separate disease, had in common pulmo- 
nary failure primarily due to muscle paralysis. 
The muscle paralysis in both the myasthenia 
gravis and poliomyelitis cases was reversible, 
so that the respirator was needed only tem- 
porarily. Partial tracheal obstruction also de- 
veloped in each case, and was relieved by 
tracheotomy and was temporary in nature. 
Death would have occurred from pulmonary 
failure in each instance if pulmonary function 
had not been mechanically supported until the 
disease process had been alleviated or con- 
trolled. 

The progressive muscular atrophy was, as 
its name indicates, progressive. The use of 
mechanical artificial respiration and later the 
tracheotomy could not reverse the disease 
process, nor were they so intended. They did 
provide a needed physiologic function to main- 
tain life for 15 additional months. The medi- 
cal decision to use available technics and 
equipment to maintain and prolong life under 
conditions where the social functions of the 
individual are severely limited and where there 
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is little or no hope for improved circumstances 
is not difficult in such a situation, Physicians 
make this decision with little hesitation when- 
ever faced with it. It is an integral part of our 
training and philosophy of life. 

Case 4--A 39 year old white woman had 
noted progressive stiffness of her hands and 
feet since the age of 17 years, with gradual 
limitation of function. For many years the 
diagnosis was considered to be multiple scle- 
rosis. For the past six or seven years she had 
been confined to a wheel chair due to weak- 
ness and deformities of her legs. Her upper 
extremities had limited function for the same 
reasons. Her lips became stiff and contracted, 
giving the appearance of a fish mouth. An 
upper respiratory infection precipitated dysp- 
nea. A physician called to see her gave mor- 
phine because of the dyspnea. Within 30 min- 
utes she became cyanotic and semicomatose. 
Immediate hospitalization with an emergency 
tracheotomy and use of the tank respirator 
relieved the pulmonary failure. Subsequent 
developments and skin biopsy established the 
diagnosis of scleroderma. Figure 2 shows the 
effect of the disease process on her pulmonary 
subdivisions and vital capacity. She improved 
over a four month period, the respirator and 
tracheotomy tube were removed, and she was 
discharged to her home. Recent studies, two 
years since discharge, indicate some progres- 
sion of the disease. An alveolar carbon dioxide 
of 56 mm. Hg (normal 40 = 5)* indicates a 
moderate degree of hypoventilation. Hydro- 
cortisone presently is being used, with some 
obvious clinical loosening of the skin. This 
may, in turn, improve the ventilatory status. 

In this case, the pulmonary function was 
affected mechanically by the firm constricting 
character of the skin, which limited the motion 
of the thorax, and by involvement of the pul- 
monary tissue as shown by a lung compliance 
of 0.069 liter per centimeter of water, which 
is 44 per cent of the predicted normal of 0.155 
liter. The compliance was measured by the 
technic of Mead and Whittenberger.* Her 
maintenance of adequate pulmonary function 
was presumably borderline. The upper respira- 


Alveolar carbon dioxide was measured with the Liston- 
Becker infrared analyzer.” 
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FIGURE 2. Case 4, Effect of disease process on pulmonary 
subdivisions and vital capacity. 


tory infection tipped the balance toward pul- 
monary failure as manifested by dyspnea. The 
morphine completed the process by depress- 
ing the respiratory center which was strug- 
gling for survival. The temporary use of a tra- 
cheotomy and respirator restored adequate 
function until the secondary disease process 
regressed, permitting the patient’s pulmonary 
system to again function adequately. The prog- 
nosis is poor for the future, but her useful life 
already has been prolonged by two years. 

The principal form of therapy in the four 
cases cited has been artificial respiration by 
the tank respirator. This type of respirator is 
preferable in an acute situation to the cuirass 
respirator’ or rocking bed because of its great- 
er ventilatory efficiency and reserve. Experi- 
ence and studies have shown the other devices 
to be inadequate during the acute problem. 
This has been noted particularly in_polio- 
myelitis because the bulk of experience and 
study have been with this disease. We have 
had similar clinical experience in other dis- 
eases. As the acute problems resolve and the 
disease process stabilizes, the cuirass respira- 
tor or rocking bed may be used successfully. 
All the patients described, except the one with 
progressive muscular atrophy, did progress 
from the respirator via the other equipment. 
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Tracheotomy was an important procedure 
in each of these cases also as it relieved par- 


tial obstruction of the airway which was tem- 
porary in nature. The three patients with re- 
spiratory muscle paralysis had involvement of 
their swallowing mechanism as well. Secre- 
tions accumulated in the hypopharynx, inter- 
fering with respiration. In this situation, bron- 
choscopy or continuous pharyngeal suction 
cannot adequately protect the airway. Trache- 
otomy effectively bypasses this area and_per- 
mits aspiration of the lower airway. The in- 
dications and usage of tracheotomy in these 
situations is well accepted and has been well 
covered in the literature.” 

We have used tracheotomy to advantage in 
these types of cases for another reason, which 
has not received much attention. The patient 
with respiratory muscle paralysis, whether he 
needs a respirator or not, has little or no 
coughing ability. As a result, he has frequent 
episodes of pulmonary atelectasis. An ordinary 
upper respiratory infection frequently will re- 
sult in atelectasis. This is the greatest single 
cause of death among respirator patients. Vari- 
ous mechanical appliances and technics re- 


cently have become available which help these 
patients to cough.® They cannot produce a 
normal cough, but they do help. Despite these 
technics and the use of TRYPTAR’,* the atelec- 
tasis becomes worse in some cases. In such 
a situation we have found that providing a 
tracheal stoma through which there can be 
frequent and thorough suctioning of the tra- 
cheobronchial tree with a rubber or plastic 
catheter will produce far better results than 
bronchoscopy or any other procedure. 

The superiority of tracheotomy to bron- 
choscopy for removing tracheobronchial secre- 
tions where repeated clearance is necessary 
has been well established in poliomyelitis and 
also has been recognized in the handling of 
chest injuries,” severe postoperative pulmo- 
nary complications and comatose patients fol- 
lowing brain injury or surgery. We have been 
impressed on several occasions with its value 
in bronchial asthma and pulmonary emphy- 
sema. Patients with either or both of these 
conditions have excessive amounts of unusu- 
ally thick, viscid, mucoid bronchial secretions. 
Bronchial obstruction is the basic process in 
both of these conditions and the mucoid secre- 
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tions compound this situation. The cough is 
poor and ineffective. Use of agents to thin the 
secretions or to digest them may help, but it 
will not clear them sufficiently in all patients. 
Bronchoscopy is effective temporarily but can- 
not be repeated often enough to keep the air- 
way clear. The resulting obstruction to breath- 
ing may produce pulmonary failure which will 
terminate in the same manner as paralysis of 
the respiratory muscles. Tracheotomy will per- 
mit frequent and thorough suctioning of the 
thick secretions with dramatic results. 

Case 5—A 46 year old white woman has 
had bronchial asthma for 20 years. Six months 
ago a temporary episode of hypertension and 
heart-failure developed, manifested by dysp- 
nea and dependent edema. It was controlled 
by digitalis and diuretics. Three weeks before 
admission she had an upper respiratory infec- 
tion, followed by chills, fever, respiratory dis- 
tress and a cough productive of bloody spu- 
tum. She was hospitalized with dyspnea and 
cyanosis. Blood serum showed bicarbonate 39, 
chlorides 90, sodium 132, and potassium 5.1 
mEq. per liter. A prominent pulmonary artery 
was seen on x-ray and the electrocardiogram 
revealed an old posterior myocardial infarct 
but no evidence of right heart change. The 
routine treatment for asthma and pulmonary 
infection was ineffective. During oxygen ther- 
apy she became progressively confused and 
drowsy. At this point she was transferred to 
our hospital. The arterial blood gas and pul- 
monary subdivision studies can be seen in 
figure 3. She appeared to be in terminal pul- 
monary failure and the arterial blood gases 
were evidence of this. 

We first tried to increase ventilation with 
the tank respirator, but after a 12 hour trial 
the arterial carbon dioxide tension was un- 
changed, indicating that we had not changed 
her ventilation. A tracheotomy was then per- 
formed with the immediate removal of large 
amounts of mucoid secretions. The patient 
aroused within 15 minutes of the surgery and 
continued to improve. Artificial ventilation 
was given by means of a positive-pressure de- 
vice connected to the tracheotomy tube. Sup- 
plementary therapy consisted of antibiotics, 
bronchodilators, oxygen, aerosol Tryptar and 
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TRACHEOTOMY BYPASSES:— 


space by approx- 
imately 75 ml. 


FIGURE 4. Effect of tracheotomy on anatomic dead space 
volume (total anatomic dead space in adult, approxi- 
mately 150 ml.). 


mechanical coughing. Tracheal suctioning con- 
tinued to remove large amounts of mucus. The 
alveolar carbon dioxide continued to drop 
over the next two weeks, leveling off around 
48 mm. Hg. Her sensorium returned to nor- 
mal. The tracheotomy tube was removed. She 
walked out of the hospital and returned to her 
home in Chicago. 

Tracheotomy was the effective device in 
this instance, by clearing the airway and re- 
ducing some of the obstruction. Pressure 
breathing and supplementary therapy also 
helped restore adequate pulmonary function. 
This patient, in the terminal stage of pulmo- 
nary failure, was restored to useful life. 

There is still another advantage in trache- 
otomy which has very limited application but 
can be very important when needed, as shown 
in figure 4. It bypasses the nasal, oral, pharyn- 
geal and laryngeal areas. This decreases the 
normal anatomic dead space by approximately 
one-half or more. If the patient has a low tidal 
volume which cannot be increased due to dis- 
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TABLE 1 


TIDAL 
VOLUME 


DEAD SPACE 
VOLUME (ML.) 


400 minus 150 equals 250 < 100 
400 
400 75 325 
300 150 150 
300 75 225 
200 150 50 
200 75 125 


EFFECTIVE ALVEOLAR 
TIDAL VOLUME (ML) 


Erreer or TRACHEOTOMY ON ALVEOLAR VENTILATION 


EFFECTIVE ALVEOLAR 
TIDAL VOLUME 


TIDAL VOLUME 


62% 


| 


62% 


81% 


(Minimal effective alveolar tidal volume at respiratory rate of 15 equals approximately 200 ml.) 


ease with resulting pulmonary failure, the effec- 
tive alveolar tidal volume can be increased by 
decreasing the dead space fraction of each tidal 
volume. The dead space volume is approximate- 
ly | ml. per pound of body weight. If we assume 
the dead space to be 150 ml. in an adult, it can 
be reduced to approximately 75 ml. by a tra- 
cheotomy. Carter and Giuseffi® have studied 
the effect of tracheotomy on dead space. They 
estimated on cadavers that it reduced the vol- 
ume by LOO ml. or more. The dead space gas. 
as the name implies, does not get into the 
alveolar space and therefore does not enter 
into gas exchange. A reduction in this fraction 
will increase the effective ventilation. Table 1 
shows the influence on the effective tidal vol- 
ume in both absolute terms and percentage. by 
decreasing the dead space by one-half. The 
increase in percentage of the tidal volume ef- 
fective for ventilation becomes greater as the 
tidal volume becomes smaller. Thus it may be 
possible to reverse pulmonary failure in a pa- 
tient with a low fixed tidal volume by decreas- 
ing the dead space. 

Case 6A 40 year old white woman had a 
four stage thoracoplasty for pulmonary tuber- 
culosis 13 years ago. She was able to work at 
a clerical position until two years ago. Six 
months ago increasing dyspnea and cyanosis 
developed, and she was treated at home with 
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supplementary intermittent oxygen, low salt 
diet and digitalis. For the past three months 
she could do no house or garden work. Pul- 
monary subdivisions and arterial blood gas 
studies are shown in figure 5. The data show 
a greater than 50 per cent reduction in her 
total lung capacity and a tidal volume of 236 
ml. The carbon dioxide tension of 81 and the 
oxygen tension of 36 mm. Hg are evidence of 
pulmonary failure. 

Using the technic of Riley et al..” a venous 
admixture of 28 per cent (normal < 6 per 
cent) and an oxygen-diffusing level of 5.8 per 
M° (normal > 9) indicated there was an ab- 
normal distribution and a diffusion of gas in 
the lungs and capillaries. The oxygen deficien- 
cy was partly correctible by breathing 30 per 
cent oxygen, but this would not help the hypo- 
ventilation and respiratory acidosis. The tank 
respirator was tried for a week: it did lower 
the carbon dioxide to nearly normal levels, 
but on removal the carbon dioxide again rose. 
Her relatively fixed thorax did not permit a 
substantial and effective increase in tidal vol- 
ume. A tracheotomy was then performed to 
decrease the dead space volume. The carbon 
dioxide promptly returned to normal levels 
and the oxygen rose: however, because of the 
diffusion-distribution problem the oxygen did 
not return to normal. Six weeks after admis- 
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sion she was discharged with her tracheal 
stoma functioning and using supplemental 
oxygen; she was restudied two weeks later. 
Six months after the procedure, she is home 
doing her house and garden work and feeling 
fine, but still requires supplemental oxygen, 
as would be expected, 


This patient was helped more by decreas- 
ing the dead space with a tracheal stoma than 
by artificial respiration. Her pulmonary fail- 
ure was partially reversed and she is again an 
active, useful person. 

Discussion 

‘Twenty-seven years ago Drinker developed 
the tank respirator for maintaining artificial 
respiration in patients with respiratory muscle 
paralysis due to poliomyelitis.'” Galloway in 


1943'' described the value of tracheotomy in 
bypassing the obstructed airway due to pool- 
ing of secretions in the hypopharynx in polio- 
myelitis. Carter and Giusefhi in 1951° empha- 
sized mechanical advantages of tracheotomy 
by (1) the maintaining of a clear airway and 
(2) relieving laryngeal obstruction, and the 
physiologic advantages by (a) decreasing the 
anatomic dead space and (b) decreasing re- 
spiratory resistance. Boutourline-Young and 
Whittenberger' in 1951 demonstrated that pa- 
tients incapacitated with respiratory acidosis 
due to pulmonary failure resulting from chron- 
ic lung disease could be rehabilitated by pro- 
viding mechanical artificial respiration long 
enough to restore the sensitivity of the re- 
spiratory center. Since then several papers 
have presented studies on patients successfully 
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treated with mechanical artificial respiration 
for respiratory acidosis due to chronic pulmo- 
nary 

Putting together the evidence (1) that tra- 
cheotomy can aid ventilation by (a) relieving 
obstruction of the upper airway, (b) provid- 
ing a means of keeping the lower airway clear, 
and (¢) decreasing the anatomic dead space: 
(2) that mechanical artificial respiration can 
reverse pulmonary failure by providing ade- 
quate pulmonary ventilation, and that 
chronic pulmonary patients incapacitated by 
pulmonary failure can be rehabilitated by tem- 
porary artificial respiration, we have avail- 
able technics and equipment for the treatment 
of pulmonary failure. The respirator and tra- 
cheotomy are effective means of providing 
mechanical treatment of pulmonary failure. 
Thus we have a therapeutic reason for diag- 
nosing pulmonary failure, for it will not be 
treated unless it is diagnosed. 


Summary 


lL. Pulmonary failure is defined as the in- 
ability of the lungs to meet the bodily require- 
ments of gas exchange. 

2. Cases of pulmonary failure due to di- 
verse conditions are presented, such as myas- 
thenia gravis, progressive muscular atrophy, 
poliomyelitis, scleroderma, asthma and em- 
physema, and thoracoplasty. 

3. The results of treatment with reversal 
of the pulmonary failure by means of trache- 
otomy and the tank respirator are presented, 
including laboratory data on pulmonary fune- 
tion and arterial blood gas. 


‘A. The advantages and theories behind the 
use of tracheotomy and the tank respirator in 
pulmonary failure are presented. 


We wish to acknowledge the technical assistance of 
Milton G. Crane, Dorothy Teeple, Andrew 
Barr, Alice Bauer and Trelis Ann Stark perform 
ing the laboratory studies, 
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Pediatric Urology in General Practice 


HOWARD T. THOMPSON 


Rochester, New York 


Tue increased num- 
ber of pediatric pa- 
tients seen in urologic 
practice in the past LO 
years reflects the aware- 
ness of the medical pro- 
fession as a whole, and 
general practitioners 
and pediatricians in 
particular, of the ne- 
cessity for adequate 
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investigation of uro- 
logic problems in child- 
hood. The majority of pediatric problems are 
handled by general practitioners in this coun- 
try, and it is therefore essential that they 
evaluate the cases thoroughly and accurately 
and refer the patients to urologists when indi- 
cated. There are two sides to the problem: (1) 
ruling out urologic disease, making referrals 
unnecessary, and (2) recognizing significant 
urologic disease requiring early referral for 
evaluation. 

Many fundamental tests are available to the 
general practitioner to insure accurate evalua- 
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tion. The history and physical examination 
remain the basic groundwork from which all 
other evaluation must stem. 

If a child is brought to a doctor because of 
nocturnal enuresis, the physician should deter- 
mine whether there is any deviation from nor- 
mal urinary habits during the day—frequen- 
cy, straining, hesitancy or decrease in the 
force and caliber of the stream. Any of these 
symptoms may suggest vesical neck obstruc- 
tion, congenital stricture or irritation in the 
posterior urethra or vesical neck. It is also 
important to know if the child is generally 
healthy, if his activities are normal, and if his 
appetite is good. An abnormality in any of 
these respects is frequently a nonspecific re- 
flection of generalized urologic disease and 
interference with kidney function. 

The history may be significant in that the 
child may have had episodes of unexplained 
fever for which antibiotics were given in the 
absence of a definite diagnosis. Disease of the 
urinary tract frequently causes unexplained 
fever without other significant symptomatolo- 
gy. Persistent or recurrent abdominal pain, 
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for which an appendectomy may have been 
done, may still be present. 

Physical examination must include the geni- 
tal organs. In a male child, a small contracted 
urethral meatus may be the basis of the difh- 
culties. Nonspecific vaginitis in the young 
female is a common cause of frequency, burn- 
ing and dysuria in the absence of true urinary 
tract involvement, Rectal examination will 
rule out pelvic disease as a cause of secondary 
obstruction. Large fecal impactions or hard, 
firm feces may indicate a state of chronic con- 
stipation, a possible contributing factor to the 
urinary problem. In many young female chil- 
dren with minimal vesical neck obstruction, 
chronic constipation may be a_ significant 
cause of repeated disturbances, and its cure 
makes the treatment of the basic urologic dif- 
ficulty much simpler. 

For examination of the urine, a_ freshly 
voided specimen is necessary in the case of a 
male child, and a catheterized specimen in a 
female. A small metal catheter for use in fe- 
male children is made by the Bard Company. 
It is easy to use and no harm can be done 
with this instrument. With uncooperative fe- 
male patients, a voided specimen obtained in 
the office after adequate cleansing of the geni- 
talia may be satisfactory if it is negative for 
cellular material. In the male child, two speci- 
mens may be helpful in determining the site 
of pyuria; the first specimen washes out the 
urethra and the second represents the bladder 
urine. 

Cultures should be made of the urine when- 
ever indicated, as we frequently encounter 
positive cultures in the absence of cellular 
reaction. These findings may well indicate 
chronic urinary tract infection. Hemoglobin 
determination may bring to light an unex- 
plained anemia possibly caused by a chronic 
infection in the urinary tract. 

Intravenous pyelograms, which are readily 
available in all communities, reveal many basic 
facts when interpreted by a competent radi- 
ologist. The appearance time of the pioprAst® 
in the kidneys and its concentration give an 
indication of kidney function. Structural out- 
lines are delineated and the presence or ab- 
sence of obstruction can be noted. A normal 
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intravenous pyelogram and a normal upper 
urinary tract with good renal function pro- 
vide a certain measure of assurance that ap- 
parent damage has not yet occurred. The out- 
line and configuration of the bladder should 
be noted; irregularity or distortion might sug- 
gest obstruction below the bladder level. The 
presence of any deviation from normal in an 
intravenous pyelogram of a child with a uri- 
nary problem demands a complete urologic 
investigation. 

With these facts at hand, the physician is 
ready to determine whether or not urologic 
disease is present. A normal intravenous pyelo- 
gram and a negative urine culture suggest that 
significant urologic disease most likely is not 
present, and immediate urologic referral is not 
urgent; it may be necessary, however, if symp- 
toms persist. If the child is otherwise healthy, 
without anemia, one would not suspect signifi- 
cant urologic disease. 

Any one of the following findings is impor- 
tant in deciding to refer a patient for urologic 
investigation: an abnormality in the intrave- 
nous pyelogram; a decrease in renal function; 
abnormal bladder outline; pyuria with posi- 
tive urine culture; unexplained anemia; fever 
of unknown origin, and recurrent abdominal 
pain. 

Urology has as its primary fundamental 
objective the diagnosis and treatment of ob- 
struction, and this objective applies most spe- 
cifically in childhood, with its congenital 
anomalies. | do not believe that infection oc- 
curs in the absence of obstruction. The ob- 
struction may be mild or severe, temporary or 
permanent. Pyelonephritis or cystitis may fol- 
low some other infectious or contagious child- 
hood disease, resulting from lowered resist- 
ance and temporary confinement in bed which 
causes some physiologic obstruction. This 
type of infection usually responds readily to 
therapy and does not recur. The permanent, 
progressive obstructions usually cause recur- 
rence of the pyuria or pyelonephritis and de- 
mand early, adequate work-up. 

I shall cite two cases which illustrate the 
importance of being able to recognize urologic 
disturbances requiring referral, and of ade- 
quate examination. The first of these cases is 
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that of a child who should not have been re- 
ferred for urologic study, and the second is 
that of one who should have been referred. 


Case Reports 


Case 1—An eight year old girl had marked 
frequency, burning and dysuria. On examin- 
ing a voided urine specimen brought to the 
office by the child’s mother, the family physi- 
cian found a marked pyuria. ‘The child was 
treated for four weeks with sulfonamide drugs 
and antibiotics, with no effect on the symp- 
toms. Her family became upset and demanded 
urologic consultation. Physical examination 
revealed a rather marked vaginitis, and a cul- 
ture of the vaginal discharge was positive for 
Escherichia coli. A catheterized urine speci- 
men was negative on direct examination and 
on culture. A sulfonamide ointment was pre- 
scribed for local use, with almost immediate 
relief. Two weeks later there was complete 
clearing of symptoms and of the vaginitis. 

The family physician in this case appar- 
ently had failed (1) to examine the child 
properly and (2) to examine an adequate 
urine specimen. He could have handled this 
problem easily in his office, sparing the child 
unnecessary discomfort and the family unnec- 
essary anxiety as well as the cost of a urologic 
consultation. 

Case 2—-A four year old girl had four at- 
tacks of severe chills and fever over a period 
of eight months. Examination of a catheterized 
urine specimen disclosed marked pyuria, and 
culture revealed Esch. coli. Each recurrence 
was treated with CHLOROMYCETIN®, with ex- 
cellent response, but when the attack recurred 
the fourth time the parents became disturbed 
and sought further advice. A physician other 
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than the family physician referred the patient 
for urologic investigation, which revealed bi- 
lateral reduplication of both kidneys with a 
hydronephrosis and a hydro-ureter of the left 
upper kidney and an ectopic ureteral orifice 
of the left upper ureter opening into the vesi- 
cal neck. Heminephrectomy and ureterectomy 
resulted in cure of the recurrent pyuria and 
symptoms. 

The family physician easily could have 
evaluated this case more thoroughly himself 
and referred the patient for urologic study. 
Instead, his failure to do so lost him the pa- 
tient and the confidence of the family. 

Use of the terms “cystitis” and “pyelone- 
phritis” as final diagnostic terms with the con- 
tinued administration of sulfonamides or anti- 
biotics is to be condemned. These agents 
should be used as indicated during the acute 
stage of the problem, and the urinary tract 
evaluated following subsidence of the symp- 
toms. Pyelonephritis or cystitis merely means 
an infectious process in the kidney or blad- 
der; it gives no indication of the etiologic 
agent. To say a patient has pyelonephritis is 
akin to saying a patient has fever. There is a 
cause for the pyelonephritis which must be 
determined and eradicated if possible. 

A good rule of thumb is to have complete 
urologic investigation carried out in all cases 
of severe primary infection of the urinary 
tract and of recurrent pyuria. The antibiotics 
and sulfonamide drugs are a two-edged sword; 
while the patient responds readily with appar- 
ent cure of the immediate problem, to the 
satisfaction of both the physician and the fam- 
ily, these agents also lull the physician into a 
sense of security and obstruct an adequate 
investigation. 
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Evaluation of Coronary 


Vasodilator Drugs 


HENRY RUSSEK* 


U.S.P.H.LS. Hospital, Staten Island 


‘Turenre is a wide diver- 
gence of opinion re- 
garding the value of 
drugs to control pain in 
patients with angina 
pectoris. This lack of 
accord has stemmed 
primarily from the lim- 
itations in quantitative 
methods of analysis 
and the numerous fac- 
tors other than drug 
therapy that influence anginal pain. The dis- 
comfort experienced by the ambulant patient 
with angina of effort is not only dependent on 
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elements of coronary flow but also on such 
complex factors as the threshold of pain end- 
ings in the heart, mechanism of referred pain 
and psychology of pain appreciation. ' 


Pain as an Index of Myocardial Anoxia 


The natural pain experience, as pointed out 
by Wolff and associates.” is not a simple per- 
ception but a composite of perception and re- 


*Chief Investigater, Cardiovaseular Research Unit, U.S.PLHLS. Hos 
pital, Staten Island, New York. 
Adapted from a presentation at the Ninth Annual Heart Conference. 


Postgraduate Medical Study, University of Kansas, Lawrence, Kansas. 
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action. The total distress expressed as pain 
depends not alone on the intensity of the pain 
perception but also on feeling states, such as 
anxiety, frustration, fear and panic, that may 
coexist or be evoked by factors associated with 
the pain perception. Pain associated with an- 
gina pectoris, therefore, like all other types of 
pain, must be considered in terms of the physi- 
ology of sensation quite apart from the fae- 
tors responsible for myocardial ischemia. 
Some investigators® have endeavored to meas- 
ure the effect of specific drugs by employing 
a special exercise tolerance test in which the 
pain sensation is utilized as an end_ point. 
Such a procedure would be acceptable if pain 
represented a definite entity and reflected a 
fairly constant degree of coronary insufficiency 
in each patient. This however is not the case. 
Pain is of infinite variability and, to date. has 
not been accurately analyzed quantitatively in 
man, either subjectively or objectively. Fur- 
thermore. even if such precise measurement 
were possible, pain could not reliably reflect 
the status of the coronary circulation or the 
degree of myocardial ischemia. Identical elec- 
trocardiographic alterations induced by a 
standard exercise test under carefully con- 
trolled conditions may be associated in the 
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same patient with no distress on some occa- 
sions and appreciable pain on others. Con- 
versely, as Dock" has pointed out, “A minute 
ischemic area in the myocardium may cause 
as severe discomfort as ischemia of a whole 
ventricle.” 


Variability of Angina 


In some instances there has been a failure 
to recognize that marked variability in the in- 
cidence and severity of pain may occur in 
patients with angina who are receiving no 
therapy whatever. Such variations appear to 
he dependent on seasonal or climatic influ- 
ences, concomitant disease in other organs 
and emotional factors, but they are also ob- 
served under apparently static conditions. 
Conclusions based on the response of pain to 
therapy in angina pectoris are dubious when 
variations in symptomatology occurring in the 
natural course of the disease have not been 
considered or controlled. 


Role of the Physician, Suggestion 
and Bias 


Because the physician himself is still the 
most important therapeutic agent, medical his- 
tory will continue to record in unending suc- 
cession new drugs or treatments which are en- 
dowed by faith alone with powers which they 
“... the pill the patient swal- 
lows, no matter what its nature, acquires po- 
tency as a symbol of faith, wisdom and sup- 
port.” Failure to recognize fully the high ef- 
fectiveness of placebos in treating subjective 
ailments has brought into prominence numer- 
ous medicaments for angina pectoris which 
are totally lacking in specific effects. A casual 
survey of the past decade brings to mind one 
drug after another which has had its little day 
of popularity only to sink into mute oblivion. 
The recognition that many patients respond 
readily to the “ceremony of therapy” and that 
results are frequently proportional to the en- 
thusiasm with which medication is prescribed 
has stimulated attempts in recent years to neu- 
tralize the influence of “suggestion” and “bias” 
in clinical studies of patients with angina pec- 
toris. As Beecher® has stated, “Observation is 
difficult enough when objective signs are un- 


do not possess. 
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der consideration; it is more difficult when 
subjective responses are examined. Then not 
only is the patient’s sending station of doubt- 
ful accuracy but the observer’s reception of 
the signals is confused by extraneous noises 
produced by tradition, by confusion derived 
from his own more or less acute perception, 
by his failure to seek patiently for the truth, 
but most of all by bias. Clinical investigation 
cannot be strong while bias persists. It cannot 
he strong while unsound clinical impression 
has authority.” Bias on the part of the in- 
vestigator, whether it is conscious or uncon- 
scious, is the greatest single threat to sound 
judgment. 


Methods of Evaluation 


The diary system of tabulating results is 
one of the methods being used to avoid the 
pitfalls resulting from spontaneous variations 
in the severity of the anginal state and such 
factors of suggestion as the taking of a new 
medicine, the physician’s personality and his 
enthusiasm for the new agent. The patient is 
required to keep a daily diary covering a two 
week period for each of the numerous alter- 
nating courses of treatment. Unless the “dou- 
ble blind” test is employed, in which the iden- 
tity of the drug and placebo remains unknown 
to the patient and physician until the analysis 
of the data is completed, the influence of sug- 
gestion retains its power to confuse the re- 
sults.’ Effective as this method may be, it is 
unable to differentiate drugs with desirable 
coronary and/or myocardial action from those 
which simply diminish attention to pain or 
elevate its threshold. Any method, however 
carefully controlled, in which pain and nitro- 
glycerin requirements alone provide the basis 
for evaluating drug action in angina pectoris 
cannot be expected to distinguish the coronary 
vasodilator from the sedative, analgesic or 
similar agent. 

The clinical value of coronary vasodilators 
has often been deduced from their effects on 
the coronary circulation as observed in ex- 
periments with animals, employing various 
types of isolated hearts, the heart-lung prepa- 
ration or the heart beating in situ. However, 
since anoxia is the most potent of all known 
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influences, a cdemon- 
strated inerease in coronary blood flow might 


coronary vasodilator 
be a partial but incomplete compensation for 
a primary decrease in myocardial oxygen ten- 
sion (from increased work load, decreased 
mechanical efliciency or lowered arterial oxy- 
gen content). Evaluation of a drug which has 
been demonstrated to be capable of dilating 
the coronary arteries requires the following 
quantitative measurements in an animal, as 
nearly intact and normal as possible: coronary 
blood flow, cardiac metabolic rate (oxygen 
consumption), cardiac output, mean aortic 
blood pressure, cardiac work and cardiac efh- 
ciency.” Moreover, drugs that are potent when 
introduced in massive doses directly into the 
circulation of experimental preparations may 
be completely inert or possess only a weak or 
transient effect when administered orally in 
relatively the same or smaller doses to human 
subjects. The possibility of species variations 
also cannot be denied. Consequently animal 
experiments can serve only as a preliminary 
approach in the investigation of any coronary 
vasodilator drug, the true value of which must, 
in the last analysis, be appraised from its in- 
fluence in patients with coronary disease. 
Evaluating the usefulness of a drug for 
treating angina pectoris does not lie simply in 
the demonstration of its ability to dilate the 
coronary vessels. It is equally important to 
ascertain that the drug does not divert blood 
from the coronary circulation by a dispropor- 
tionate dilative action on one or more of the 
other systemic circuits. Starr” has pointed out 
that generalized vasodilatation cannot be pro- 
duced without an accompanying increase in 
blood volume. Since rapid increments of blood 
volume are not possible, the blood needed to 
fill vessels, the diameters of which have rapid- 
ly increased, must be withdrawn from other 
vessels causing their diameters to diminish 
correspondingly. Vasodilatation in some vas- 
cular areas causes reflex vasoconstriction in 
others so that an exchange of blood flow by 
a borrowing-lending process commonly oc- 
curs. When such compensatory reflex changes 
fail to occur, fall in blood pressure results. 
Thus, excessive doses of glyceryl trinitrate, or 
therapeutic amounts in patients sensitive to the 


564 


drug, could produce a marked fall in arterial 
blood pressure with an over-all decrease in 
coronary blood flow due to venous pooling in 
the lower extremities and diminished venous 
return to the heart.'” This effect is harmful to 
the patient with angina pectoris and may even 
be fatal in the case of a patient whose blood 
pressure is already low in the presence of a 
coronary occlusion, 


Objective Evaluation 


Additional observations are necessary to 
determine whether or not a specific drug’s fa- 
vorable action on pain sensation in cases of 
angina pectoris is due to a direct influence on 
the initiating mechanism of angina, namely, 
coronary insufliciency. To obtain the answer 
to this question we'' '* have attempted to re- 
cord the modifying action of various drugs on 
the electrocardiographic response to standard 
exercise (Master two-step test) in carefully 
selected subjects with known coronary disease. 
Observations of the response after administer- 
ing such agents and that seen following the 
administration of glyceryl trinitrate offered a 
basis for comparing the effect of this potent 
coronary vasodilator with that of other agents 
with unknown or undefined action. Some ob- 
servers have expressed the view that results 
obtained by such methods are not sufficiently 
conclusive and that there appears to be “no 
ready escape from dependence on the modal- 
ity of pain in its natural habitat in exploring 
drugs for the control of pain of the angina of 
effort.” Nevertheless as | have already pointed 
out, the inadequacies of methods based on the 
modality of pain alone have created a gap 
which should be filled by objective studies 
that reflect in some way the influence of drug 
therapy on coronary circulation and/or myo- 
cardial efficiency. The pattern of response to 
glyceryl trinitrate in an exercise-electrocardi- 
ographic test provides a valid means of iden- 
tifying other agents which mimic its effects. 
The electrocardiographic method, properly 
carried out, serves to identify drugs which 
have a favorable action on the myocardium 
under stress. It is possible by this method to 
differentiate between true coronary vasodila- 
tors and depressants of the central nervous 
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system, both of which may influence favorably 
the ability to perform work without pain. 
While both types of drugs may play an im- 
portant role in treating angina pectoris, con- 
trol of cardiac pain through a specific effect on 
the initiating mechanism in angina of effort 
should be the prime objective of therapy. Pre- 
vention or relief of pain unassociated with a 
corresponding influence on underlying myo- 
cardial anoxia is obviously less desirable and, 
in some instances, may prove detrimental. 
To have validity the exercise-electrocardi- 
ographie method must be used only on those 
patients with coronary disease who exhibit, 
on repeated testing under identical conditions, 
a relatively constant positive response to a 
given amount of exercise. Admittedly such 
cases are few and far between, but by their 
careful selection a purely objective method 
for evaluating coronary vasodilator drugs is 
made possible. Of several thousand patients 
who have been screened over a period of six 
years, we have found 60 subjects who ap- 
peared to fulfill necessary criteria for such 
study. Since 1949 we have studied a large 
group of alleged coronary vasodilator drugs 
and have recorded their respective effects as 
indicated by the electrocardiographic response 
to standard exercise in these 60 subjects. A 
drug’s ability to prevent electrocardiographic 
changes under stress provided the chief cri- 
terion for grading a particular agent’s efficacy. 


Results 


In our early studies! 


we compared the 
immediate effects of glyceryl trinitrate sub- 
lingually with that of ethyl aleohol ingested in 
| to 2 oz. amounts. In contrast with the strik- 
ing effects from glyceryl trinitrate, alcohol 
completely failed to prevent the abnormal 
electrocardiographic patterns seen in control 
tests. In the majority of patients, papaverine 
improved the electrocardiographic response 
when administered in large doses (3 to 8 gr., 
orally) one to one and one-half hours prior to 
exercise.'':'® Usual therapeutic doses (1 to 
1.5 gr.) of the drug, however, were without 
demonstrable effect. In contrast, the intrave- 
nous administration of 1 to 2 gr. of papaver- 
ine, five minutes before the exercise test, was 
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usually followed by an improved electrocar- 
diographic response (figure 1). Similar studies 
with aminophylline, administered intravenous- 
ly or orally, failed to demonstrate a significant 
modifying action due to the use of this drug.’® 
Negligible effects were also observed from the 
administration of large doses of visammin 
(khellin), roniacoL® (beta-pyridyl-carbinol 
tartrate), tolazoline (PpRISCOLINE™) hydro- 
chloride and tetraethylammonium chloride.'® 
Octyl nitrite (one to four inhalations) was 
considerably less effective than standard doses 
of glyceryl trinitrate sublingually. Dioxyline 
(PAVERIL™) phosphate, the synthetic analogue 
of papaverine, was found to be considerably 
less potent than the latter drug. Heparin and 
bishydroxycoumarin (DICUMAROL™) failed to 
alter the electrocardiographic response to the 
standard exercise test. Morphine, like ethyl 
alcohol, prevented the onset of pain but failed 
to modify control electrocardiographic pat- 
terns evoked by exercise. Pentaerythritol 
(PERITRATE®) tetranitrate, in 10 to 20 mg. 
doses, was found to exert a marked modifying 
influence on the electrocardiographic response 
to standard exercise in approximately two- 
thirds of the patients tested. The favorable 
effect of this drug was observed as long as 
four to five hours after its administration."® 

In more recent studies'’'*’ comparing the 
effects of pentaerythritol (Peritrate) tetrani- 
trate, triethanolamine (METAMINE®) trinitrate 
biphosphate, dioxyline (Paveril) phosphate 
and NITROGLYN® (glyceryl trinitrate in special- 
ly coated granules for delayed action), it was 
found that Peritrate alone produced impres- 
sive results in the majority of patients (figure 
2). Metamine was found to exert little or no 
significant effect on the electrocardiographic 
response to standard exercise. Paveril, in some 
cases, improved the exercise response, but its 
action was not sustained and its effect was 
never striking even with massive doses. Nitro- 
glyn gave disappointing results even with 
doses as large as 4/25 gr. Consequently, of the 
16 drugs evaluated by the method, only glyc- 
eryl trinitrate, papaverine (in large doses) 
and pentaerythritol (Peritrate) tetranitrate 
appeared to qualify as desirable vasodilators 
for treating coronary insufficiency. 
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MASTER TESTS 


Resting 
Control Medication —_T.1.* Immediate 2 Min. 
| 
None t 
| 
me 
Papaverine 
5 
| 
| | Papaverine | 
| lal Bar 90 
1 


| 


Master test responses Clead V,) obtained with and without administration of drugs a patient with cor 
onary insutheiency. 


*Time interval Gminutes) between medication and start of test, 


Summary that coronary blood flow may be influenced 
favorably by drug therapy and has led to a 

Recognition of the value of glyceryl trini- search for vasodilators capable of more pro- 
irate (nitroglycerin) in preventing and treat- longed action. In recent years a number of 


ing anginal attacks has confirmed the belief allegedly effective agents have been enthusi- 
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MASTER TESTS 


Resting 
Control Medication Dosage T.l.* Immediate 


} i 


6 Min. 


Peritrate 2 tablets 
| (20 mg.) 


Metamine 2 tablets 240 ~ } } 
| (0.2 gm.) 


| 


ricune 2. Master test responses (lead Vi) obtained with and without administration of drugs in a patient with an- 


gina pectoris, 


Time interval Gminutes) between medication and start of test. 


astically introduced, many of which have al- 
ready either fallen into disrepute or have lost 
popularity because of the uncertainty arising 
from conflicting claims. Evaluation of vaso- 
dilator drugs in treating coronary disease con- 
linues to present a difficult: problem because 
of the lack of objective methods of study, the 
element of subconscious bias on the part of 
both patient and physician, and the unrelia- 
bility of pain as a quantitative measure of 
underlying coronary insufliciency. In the pres- 
ent report, which has summarized the results 
obtained in a continuing study during the 
past six years, | have attempted to evaluate 16 
different agents from the specific effects of 
each on the electrocardiographic response to 
standard exercise in carefully selected patients. 


Conclusions 


Analysis of the results has led to these con- 
clusions: 
1. Glyceryl trinitrate (nitroglycerin) 
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therapeutic doses exerts a strikingly favorable 
effect on the response to exercise as recorded 
electrocardiographically. 

2. In some patients papaverine in doses of 
1 to 2 gr. (0.065 to 0.12 gm.) intravenously 
or 3 to 8 gr. (0.194 to 0.518 gm.) orally ef- 
fectively decreases or abolishes the abnormal 
electrocardiographic response to standard ex- 
ercise. Such benefit is not, however, observed 
with usual therapeutic doses of the drug. 

3. Of all the agents tested, pentaerythritol 
(Peritrate) tetranitrate remains the most ef- 
fective drug currently available for prolonged 
prophylactic treatment of angina pectoris. A 
10 to 20 mg. dose affords protection for four 
to five hours, as judged from the two-step test 
in the majority of patients studied. 

1. The results obtained with triethanola- 
mine (Metamine ) trinitrate biphosphate, diox- 
yline ( Paveril) phosphate and Nitroglyn ( glyc- 
eryl trinitrate in specially coated granules) 
contrasted sharply with those noted follow- 
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ing the administration of Peritrate. Metamine 
was found to exert little or no significant effect 
on the electrocardiographic response to stand- 
ard exercise. Paveril, in some cases, improved 
the exercise response but its action was not 
sustained and its effect was never striking 
even with large doses. Thus, Paveril appeared 
to be a much less potent drug than papaverine 
according to this method of testing. Nitro- 
glyn, in spite of the logic behind its use, gave 
disappointing results. Doses as high as 4/25 
gr. (9.6 mg.) were followed by only slight to 
moderate improvement in exercise response in 
about half of the patients tested; in the re- 
mainder, no significant effect was noted. 

5. Aminophylline, Roniacol (beta-pyridyl- 
carbinol tartrate), tolazoline (Priscoline) 
hydrochloride, tetraethylammonium chloride, 
octyl nitrite, visammin (khellin), heparin and 
bishydroxycoumarin (Dicumarol) appeared 
unimpressive when evaluated by this method. 

6. Ethyl alcohol, in 1 to 2 oz. doses, con- 
sistently fails to influence the electrocardi- 
ographic response to exercise, although it does 
prevent or reduce the severity of anginal pain. 
Alcohol should, therefore, be classified as a 
rapidly acting sedative and should no longer 
be prescribed as a coronary vasodilator drug. 
Morphine is identical to alcohol in its effect 
on pain and in its failure to modify the exer- 
cise response. 

7. Of the drugs tested, only glyceryl trini- 
trate, papaverine, and pentaerythritol tetrani- 
trate (Peritrate) appear worthy of continued 
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clinical use as vasodilators in managing an- 
gina pectoris. 
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Adenomatous Polyps of the Rectum 
and Colon; Their Relationship to 
Adenocarcinoma 


JAMES W. HAMILTON,* PAUL KISNER} AND B. R. WALSKEt¢ 


Veterans Administration Hospital, Lincoln, Nebraska 


WE shall attempt to show that there is an 
intimate relationship between benign adeno- 
matous polyps and adenocarcinoma of the 
rectum and colon, Our opinion regarding this 
relationship is based on a study of 1,221 con- 
secutive cases in which proctosigmoidoscopic 
examination was performed at the Veterans 
Administration Hospital, Lincoln, Nebraska, 
in the years 1947 to 1954 inclusive. The only 
lesions that will be considered in this pre- 
sentation are adenomatous polyps and adeno- 


~ carcinomatous polyps. Since familial polypo- 


sis is another disease, it will not be considered. 

We believe that a diligent search for be- 
nign rectal polyps can be fruitful and that it 
will serve a useful purpose in decreasing the 
incidence of carcinoma of the lower part of 


*Resident in Surgery, Veterans Administration Hospital, Lincoln, 
Nebraska. 
+Chief of Laboratory Service, Veterans Administration Hospital, 


Lincoln, Nebraska. 


tChief of Surgical Services, Veterans Administration Hospital, Lin- 
coln, Nebraska. 
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the bowel. Cattell, MacKenzie and Colcock' 
said that carcinoma of the colon and rectum 
is a challenge to the surgeon because he has 
a fighting chance to cure the patient. In con- 
trast to carcinoma of the stomach or lung, in 
which the five year survival rate is less than 
10 per cent, the patient with carcinoma of the 
colon or rectum has a 50 per cent chance of 
being cured. The five year salvage rate will 
approximate 60 to 70 per cent if the lesion is 
confined to the bowel and if there is no evi- 
dence of lymphatic or blood vessel invasion. 
If this is true, one is justified in believing that 
the eradication of adenomatous polyps will 
further salvage lives by actually reducing the 
incidence of carcinoma of the rectum and 
colon. 

In recent years, proctosigmoidoscopic ex- 
amination has become an integral part of the 


general medical examination at the Veterans’ 


Administration Hospital, and it has disclosed 
asymptomatic lesions of the lower part of the 
bowel in many cases. According to Swinton? 
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polyps were found in approximately 5 per 
cent of a group of cases in which sigmoido- 
scopic examination was performed at the 
Lahey Clinic regardless of the symptoms. He 
also said that autopsy revealed benign muco- 
sal polyps of the rectum or colon in approxi- 
mately 10 per cent of a group of patients 
who died of different diseases and that the 
incidence of such polyps increased propor- 


proctosigmoidoscopic 
examination in the 
course of the annual 
physical examination 
‘cannot be overempha- 
sized. The majority of 
annual physical exami- 
nations will per- 
formed by general 
practitioners and in- 
ternists in their offices, 
and the effectiveness of 
an early cancer prevention program rests on 
their skill and judgment. With a minimum of 
equipment, proctosigmoidoscopic examination 


B. R. WALSKE 


“can be carried out in the office of any physi- 


cian (figure 1). 

Rider, Kirsner, Moeller and Palmer’ said, 
“The incidence of polyps, as reported in the 
literature, varies in relation chiefly to the type 


tionately with the age of the patients. 


In view of these figures, the importance of 


INCIDENCE OF 


of analysis: (1) survey by cancer detection cen- 
ters, (2) routine proctoscopic examinations 
or (3) autopsy study. Sex and age also are 


TABLE 1 


Reeran Potyes in Routine Proctoscoric EXAMINATIONS* 


| INCIDENCE 


AUTHORS PATIENTS MATERIAL cont) 
Browne and McHardy 1,000 | Routine proctoscopies 32 
Brust | 3,998 | Private and charity patients | 53 
Buie | 910 No abnormal intestinal habits 8.2 
Castro, Ault and Smith 12,000 Routine proctology clinic 2.4 
Colvert and Brown 10,200 est. Routine 25 
Diamond 5,980 Routine examination in mental institution 6.8 
Hauch, Buie, Bargen and Smith 1,919 Asymptomatic 8.1 
Greer 747 Routine proctoscopies 2.9 
Jackman and Mayo 1,000 Without symptoms, age 30 to 70 years 12.0 
1,000 With bleeding, abdominal cramps and change 

| in bowel habits; age 30 to 70 years 12.0 

Rossien, Rauling and Lakes 550 | Referred to G. 1. clinic 3.5 
Scarborough and Klein | = 10,000 Routine 1.6 
Shallenberger and Fisher 3.500 | Consecutive sigmoidoscopies 7.6 
Steele and Brown 1,500 | Routine proctoscopies 52 
Turell 386 | Fifty years or over with intestinal symptoms 6.9 
386 Under age of 45 years; asymptomatic 1.8 

Wertheimer 300 Symptomatic; 90% examined for hemorrhoids Te 
Yater and Young 500 | Asymptomatic patients | 8.8 
TOTAL | 55,876 | Average | 5.1 


*Rider, J. A., Kirsner, J. B.. Moeller. H.C. and Palmer, W. L* 
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important factors; polyps are more common 

among men in the older age groups.” In 1952, 
Enquist and State’ reported that proctoscopy 
disclosed polyps in 576 (17.1 per cent) of 
3,364 patients who were examined at the Can- 
cer Detection Center at the University of Min- 
nesota. More recent data” indicate that this 
figure was too high and that sigmoidoscopic 
examination has disclosed polyps in 624 (11.7 
per cent) of 5,352 patients who have been 
examined at this center. Carcinomas were 
found in 11 patients. This figure seems rather 
low when compared with that reported by 
other authors. The discrepancy may be at- 
tributable to the different methods of grading 
since some pathologists do not consider grade 
| lesions as malignant but only as potentially 
malignant, 

In their review of the literature, Rider, 
Kirsner, Moeller and Palmer* found that the 
incidence of rectal polyps as disclosed by rou- 
line proctoscopic examination ranged from 
8 to 12.0 per cent in series of cases re- 
ported by different authors (table 1). The 
average incidence in a total of 55,876 cases 

_zwas 5.1 per cent. Table 2 shows the incidence 
of polypoid lesions of the colon as determined 
by routine necropsy in cases reported by dif- 
ferent authors. Rider, Kirsner, Moeller and 
Palmer*® said, “The frequency of polyps at 
autopsy varies apparently with the complete- 
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ricure Equipment 
for proctosigmoidoscop- 


ic examination. 


ness of the study. . . Atwater and Bargen, 
using a hand lens to inspect the bowel mi- 
utely, found polyps in 69 per cent of routine 
examinations.” 

Table 3 shows the incidence of benign and 
malignant polyps in 1,221 consecutive cases 
in which proctosigmoidoscopic examination 
was performed at the Veterans Administra- 
tion Hospital. 

Swinton® has emphasized some well-estab- 
lished facts regarding polyps of the colon and 
rectum which are worthy of repetition and am- 
plification. “(1) Benign mucosal polyps of 
the rectum and colon occur in both sexes, 
slightly more commonly in males than in fe- 
males and at all ages. They are present with 
increasing frequency in the older age groups. 
(2) Polyps are frequently multiple. Clinically, 
one-third of our patients have more than one 
polyp... . (3) There is a definite similarity 
between age incidence and location of benign 
mucosal polyps and of malignant disease of 
the colon and rectum. (4) All stages between 
benign mucosal polyps and cancer of these 
organs can be demonstrated histologically. (5) 
Polyps must be regarded as true tumors and 
definite premalignant lesions. ... (6) A high 
percentage, but probably not all, of malignant 
lesions of the colon and rectum originate in 
a pre-existing benign mucosal polyp.” 

The patients in our series of 171 cases of 
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TABLE 2 


INCIDENCE OF PoLyvotp LESIONS OF THE COLON 
at Routine Autrorsy* 


AUTHORS PATIENTS 

(per cent) 
Atwater and Bargent 241 69.0 
Feyrter 1.800 21.4 
Helwig 1,400 25 
Hino 394 17.5 
Lawrence 7.000 2.6 
Mayo and Sehlicke 100 16.0 
Stewart 4.2 
Susman 1,100 6.0 
Swinton 1,843 7.0 


“Rider, J. A., Kirsner, J. Moeller, H.C. and Palmer, 
W.oL.: Polyps of the colon and rectum; their incidence 
and relationship carcinoma. Am. J. Med. 16:555 
(April) 1954. 


Bowel inspected minutely with a hand lens. 


benign or adenocarcinomatous polyps were a 
specialized group since they were men and 
were hospital patients. We believe, however, 
that they represent a good cross section of 
the adult male population. Table 4 shows that 
carcinomatous polyps occur in slightly older 
patients than do benign polyps. 

Our experience coincides with that of Swin- 
ton® who said that clinical examination re- 
vealed multiple polyps in one-third of a group 
of cases of intestinal polyps observed at the 
Lahey Clinic. In 29 (32.2 per cent) of our 
90 cases in which one or more benign polyps 
were present, polyps were multiple (table 5). 

Benign mucosal polyps also were found in 
OL (75.4 per cent) of the 81 cases in which 
adenocarcinomatous polyps were present 
(table 5). This high figure cannot be attrib- 
uted to coincidence, and, if no further evi- 
dence were available, the relationship between 
the two lesions would be established by this 
fact alone. In 20 (24.6 per cent) of the 81 
cases of adenocarcinomatous polyps, benign 
polyps were not present. It is impossible to 
say how many of these malignant polyps arose 
in a solitary benign polyp, but it would not 
be amiss to speculate that many of them did. 


Roentgenographic Examination 


At our hospital, roentgenographic examina- 


TABLE 3 


INCIDENCE OF BENIGN AND ADENOCARCINOMATOUS 
In 1,221 Cases 


CASES 
TYPE OF POLYPS 
Number Per cent 
Benign or adenocarcinomatous 171 I4 
Benign 90 7.4 
Adenocarcinomatous 6.6 


TABLE 4 


Ace or Patients Benien on 
ADENOCARCINOMATOUS PoLyrs 


AGE, YEARS 


Patients with 
adenocarcinoma- 
tous polyps 


Patients with 
benign polyps 


Average age 49 56.5 
Youngest patient 21 24 


Oldest patient 


78 | 82 


tion by means of the so-called double contrast 
technic is used in all cases in which procto- 
sigmoidoscopic examination has disclosed 
polyps or carcinoma, and in all cases in which 
the patients have had such symptoms as in- 
testinal bleeding, a change in bowel habits 
or an obstructive type of pain. 

It cannot be denied that roentgenographic 
examination will demonstrate an appreciable 
number of lesions beyond the range of the 
proctosigmoidoscope, but we have found that 
it serves a very minor role in examination of 
the lower 25 cm. of the bowel. 

Giantureo and Miller® reported that high 
voltage radiography in the course of general 
examination disclosed polyps of the colon or 
rectum in 79 (2.3 per cent) of 3,351 patients. 
They also said that proctosigmoidoscopic ex- 
amination revealed polyps in 60 (12 per cent) 
of 500 patients who had symptoms and in 58 
(5.8 per cent) of 1000 patients who did not 
have any symptoms. Various clinicians have 
reported that 75 to 85 per cent of all intestinal 
polyps can be visualized with the proctosig- 
moidoscope. Our experience has proved this 
to be true (table 6). 
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ricure 2, Normal mucosa and benign and malignant lesions of the colon, 


a. Normal mucosa (x500). 
c. Adenocarcinoma, grade 1 (x500). 


e. Adenocarcinoma, grade 3. (x500). 


In 80 (88.9 per cent) of the 90 cases of 
benign polyps and in 58 (71.6 per cent) of 
the 81 cases of adenocarcinomatous polyps, 
the diagnosis was made by proctosigmoido- 
scopic examination alone (table 6). In one 
(1.1 per cent) of the cases of benign polyps 
and in four (4.9 per cent) of the cases of 
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b. Benign polyp (x500). 
d, Adenocarcinoma, grade 2 (x500). 


f. Adenocarcinoma, grade 4 (x500). 


adenocarcinomatous polyps, the diagnosis was 
made by roentgenographic examination after 
proctosigmoidoscopy had failed to disclose 
any abnormality. The diagnosis was made by 
a combination of these methods in nine (10 
per cent) of the cases of benign polyps and 
in 19 (23.5 per cent) of the cases of adeno- 
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TABLE 5 


SINGLE AND Ponyes 


TYPE OF POLYPS 


Benign (90 cases) 
Solitary 
Multiple 


Adenocarcinomatous (81 cases) 


Associated with benign polyps 


Not associated with benign polyps | 
en poly] 


CASES 


Number Per cent® 
6l 07.8 
29 32.2 
61 75.4 
20 24.6 


*The figures in this column are based on the number of cases of benign and adenocarcinomatous polyps respectively. 


TABLE 6 


Comparison or Resuits or ROENTCENOGRAPHIC® AND EXAMINATIONS 


CASES OF ADENOCARCINOMATOUS 
CASES OF BENIGN POLYPS 
POLYPS 
| | 
Number | Per cent Number Per cent 
Diagnosis made by reentgenographic 
| 
examination alone | 1.1 4 4.9 
Diagnosis made by proctosigmoidoscopic | | 
examination alone } 88.9 58 71.6 
| 
Diagnosis made by proctosigmoidoscopic and | 
roentgenographic examination | 10.0 | 19 23.5 


*ALl of the reentgenographic examinations were performed with a barium enema. 


TABLE 7 
Grave or MALIGNANCY IN 81 Cases 
oF PoLyroww ADENOCARCINOMA 


| CASES 
GRADE OF MALIGNANCY™ | 
Number Per cent 
1 | 26 32 
= 17 21 
3 | 21 26 
4 17 21 


*Determined by the method of Broders. 


carcinomatous polyps. By a combination of 
methods, we mean that proctosigmoidoscopy 
revealed positive findings but subsequent 
roentgenograms disclosed further lesions. 


Grade of Malignancy 


Table 7 shows the grade of malignancy as 
determined by the method of Broders in the 


8L cases of adenocarcinomatous polyps. The 
photomicrographs in figure 2 show the typical 
histologic changes observed in one case. 


Symptoms 


Table 8 shows the presenting symptoms in 
the 90 cases of benign polyps and in the 81 
cases of adenocarcinomatous polyps. Cramp- 
ing abdominal pain was the predominant 
symptom in the cases of benign polyps. This 
was particularly true in cases in which the 
polyps were situated above the rectosigmoid. 
Rectal bleeding and a change in bowel habits 
were the most frequent symptoms in the cases 
of adenocarcinomatous polyps. 

In 16 (9.3 per cent) of the total group of 
171 cases of benign or adenocarcinomatous 
polyps, the patients did not have any symp- 
toms. We are particularly interested in cases 
of this type because the patients might not 
be salvaged without cancer surveys. 
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TABLE 8 


Symproms IN Cases OF BENIGN AND ADENOCARCINOMATOUS PoLyps 


| IN 81 CASES OF ADENOCARCINOMATOUS 
IN 90 CASES OF BENIGN POLYPS | ae 
SYMPTOMS | POLYPS 
Number Per cent Number | Per cent 
Change in bowel habits 30 33.3 37 | 45.6 
Bleeding 32 35.5 41 | 50.6 
Loss of weight 12 13.3 21 | 25.9 
Cramping abdominal pain 39 43.3 29 | 35.8 
Hemorrhoids 26 28.8 15 | 18.5 
No symptoms 7 Re 9 | 11.1 
Combination of symptoms 39 43.3 50 61.7 
TABLE 9 
Cause or Deatu AND Grape oF MALIGNANCY IN 26 Cases OF ADENOCARCINOMA 
| MALIGNANCY OF TUMOR 
CAUSE OF DEATH | CASES ; 
Grade 1 Grade 2 Grade 3 | Grade 4 
| 
Adenocarcinoma | 20 | 1 | 4 5 | 10 
Other causes | 6 3 | 0 2 1 
Family History and History Deaths 


of Previous Rectal Operations 


A family history of carcinoma of the ree- 
tum or benign mucosal polyps was obtained 
in four (4.4 per cent) of the 90 cases of be- 
nign polyps, but there was no family history 
of either of these lesions in any of the 81 
cases of adenocarcinomatous polyps. A rectal 
operation for unrelated disease such as hem- 
orrhoids had been performed in 11 (12.2 per 
cent) of the cases of benign polyps and in 
14 (17.2 per cent) of the cases of adenocar- 
cinomatous polyps. This is significant and 
probably indicates that previous examination 
was inadequate. 


Diagnosis 


In 20 (22.2 per cent) of the 90 cases of 
benign polyps and in 50 (61.7 per cent) of 
the 81 cases of adenocarcinomatous polyps, 
the correct diagnosis was made before the 
patients were admitted to the hospital. In the 
remaining cases in each group, the diagnosis 
was made after the patients were admitted 
to the hospital. 
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Death occurred in 26 (32.1 per cent) of 
the 81 cases of adenocarcinomatous polyps. 
Table 9 shows the relationship between the 
cause of death and the grade of malignancy 
in these cases. Table 10 shows the relation- 
ship between the type of surgical treatment 
and the grade of malignancy in this group 
of 26 cases. As might be expected, the pa- 
tients who had highly malignant tumors died 
of the disease although a seemingly adequate 
definitive operation was performed. The defin- 
itive operation usually was a radical Miles 
procedure. The figures in these tables indicate 
that the preferable time to treat cancer is in 
the precancerous stage. It is strongly believed 
that adequate treati: ent of benign mucosal 
adenomas might represent this treatment. 


Summary and Conclusions 


Benign or adenocarcinomatous polyps of 
fo} 

the rectum or colon were found in 171 (14 

per cent) of 1,221 consecutive cases in which 

proctosigmoidoscopic examination was_per- 

formed at the Veterans Administration Hos- 
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TABLE 10 


SurGicaL TREATMENT AND GRADE OF MALIGNANCY IN 26 Cases Or ADENOCARCINOMA IN Wuicu Deatu Occurrep 


SURGICAL TREATMENT CASES 
Grade 1 
Definitive 15 4 
Palliative 9 0 
Lesion inoperable = 0 


pital in the years 1947 to 1954 inclusive. The 
polyps were benign in 90 (7.4 per cent) of 
the 1,221 cases and adenocarcinomatous in 
8L (6.6 per cent) of the cases. In a review of 
the literature, Rider, Kirsner, Moeller and 
Palmer* found that rectal polyps were present 
in 5.1 per cent of 55,876 cases in which rou- 
tine proctoscopic examination was performed. 

The present paper is based on a study of 
the 171 cases in which benign or adenocar- 
cinomatous polyps of the rectum or colon were 
found at our hospital. Our study has suggested 
several relationships between benign polyps 
and carcinomatous polyps. The age of the pa- 
tients in the 90 cases of benign polyps was 
somewhat higher than that of the patients in 


the 81 cases of adenocarcinomatous polyps. 


In 29 (32.2 per cent) of the cases in which 
benign polyps were present, the polyps were 
multiple. Benign polyps also were found in 
61 (75.4 per cent) of the 81 cases in which 
adenocarcinomatous polyps were present. 
Too much reliance is placed on the value 


“of roentgenographic examination in some 


quarters. In one (1.1 per cent) of the 90 cases 
of benign polyps and in four (4.9 per cent) 
of the 81 cases of adenocarcinomatous polyps. 
the diagnosis was made by roentgenographic 
examination after proctosigmoidoscopy had 
failed to disclose any abnormality. In 80 
(88.9 per cent) of the cases of benign polyps 
and in 58 (71.6 per cent) of the cases of 
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Grade 4 


4 | 3 4 
0 3 6 


Grade 2 | Grade 3 


adenocarcinomatous polyps, the diagnosis was 
made by proctosigmoidoscopic examination 
alone. 

In seven (7.7 per cent) of the cases of 
benign polyps and in nine (11.1 per cent) of 
the cases of adenocarcinomatous polyps, the 
patients did not have any symptoms. Much 
can be done to help patients of this type by 
annual cancer detection surveys. 

In the cases of adenocarcinomatous polyps, 
the death rate increased sharply as the grade 
of malignancy increased, even though an ade- 
quate operation was performed. The ideal 
time to treat malignant diseases of the rectum 
or colon is in the precancerous stage. The 
proctosigmoidoscope is a valuable diagnostic 
aid in the annual physical examination. Can- 
cer prevention is a more effective approach 
than cancer treatment. The adequate destruc- 
tion of benign mucosal polyps will achieve 
this purpose. 
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DIAGNOSTIC CLINIC 


Intra-articular Steroids 
CLINICAL APPLICATIONS AND LABORATORY EFFECTS 


IVAN F. DUFF* 


University of Michigan Medical School, Ann Arbor 


suourp like to dis- 
cuss an aspect of rheu- 
matic diseases some- 
what neglected in the 
past and to present 
something new in the 
way of investigative 
findings and practical 
treatment. First | shall 
review the joint fluid 5 
characteristics in IVAN F. DUFF 
health and contrast 

those found in rheumatoid arthritis. Discus- 
sion of the effect of intra-articular steroids on 
rheumatoid joint fluid and of their clinical ap- 
plications will follow. 


Joint Fluid Characteristics 


The amount of fluid in the knee joint of a 
normal adult seldom exceeds 3 cc. Usually 
this fluid is free of visible particles and is very 
*Associate Professor of Medicine, University of Michigan Medical 
School, Ann Arbor, Michigan. 


Presented before the fortieth annual Assembly of the Interstate Post- 
graduate Medical Association at Milwaukee. 
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viscous. In the exudative reaction which domi- 
nates joint pathology in rheumatoid arthritis, 
the quantity of fluid is increased. The fluid 
often is watery and cloudy and may contain 
fibrin debris. 

Normal joint fluid contains relatively few 
cells, averaging about 65 nucleated forms per 
cubic centimeter (table 1). The number of 
polymorphonuclear cells is quite small, and 
most of them are mononuclear cells. In con- 
trast, the joint fluid in rheumatoid arthritis 
contains greatly increased numbers of nucle- 
ated cells ranging all the way from 4800 to 
65,000, with an average of sbout 22,000, of 
which 85 per cent are polymorphonuclear cells. 

Joint fluid differs from other plasma dialys- 
ates in that it contains a protein-polysaccharide 
complex known as mucin. This characteristic 
component accounts for the distinguishing 
properties of this lubricant. The polysaccha- 
ride constituent of mucin is called hyaluronic 
acid. This long-chain molecule which is re- 
sponsible for certain physical characteristics 
of the lubricant, such as viscosity, presumably 
is formed by connective tissue. It is generally 
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TABLE 1 
Avenace Cianvcrenisties iy 
AND IN Distast 


RHEUMATOID 


NORMAL” AR 
Nucleated cells per 
milliliter 63 21.700 
Polymorphonuclear cells 6.5% 
Mononuclear cells 
Mucin clot Excellent Usually inferior 
Viscosity 203 units 15 units 


"Bauer et ab, Comoe, L953, ed. po 
fBased on synovial fluid) specimens obtained from 35 
joints in 2b patients with rheumatoid arthritis. 


conceded that it is one of the constituents of 
the ground substance, 

Viscosity of joint fluid usually is measured 
in relation to water. The relative viscosity of 
normal joint fluid probably averages well over 
200 units. Another characteristic of synovial 
fluid which is dependent on mucin is the type 
of clot formed following the addition of 0.13 
cc. of dilute acetic acid. In normal fluid this 
clot is a tough, distinetive, ropy clump. [tis 
believed that in rheumatoid arthritis a_sig- 
nificant alteration occurs in the complexity or 
the degree of polymerization of the hyaluronic 
acid molecule. This is manifested by a dis- 
tinetly inferior type of mucin clot and, more 
importantly, by a distinet reduction in’ the 
relative viscosity of the joint fluid: values that 
approach those of water are not uncommon. 

When joint fluid is excessive, it usually is 
not difficult to remove fluid for examination. 
However, one should never minimize the haz- 
ard of introducing an infection into a joint, 
and should always follow an aseptic technic, 
using rubber gloves, in aspiration from and 
injection into joints. Wrapping a joint with 
an elastic bandage above the paracentesis site 
may facilitate removal of fluid: aspirations 
certainly are less painful if they are preceded 
by procaine infiltration. 

Laboratory Effects 

The systemic effect of ACTH or adreno- 
cortical steroids administered in appropriate 
doses may produce impressive, although tran- 
sient, alterations toward normal in the quan- 
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lity of joint fluid in rheumatoid arthritis as 
well as in its cytologic and physicochemical 
properties. Injection of cortisone into a joint 
can induce similar changes but they are not 
very impressive and the clinical effeet is prae- 
tically negligible. 

By contrast, very definite laboratory and 
clinical effects may accompany the intra- 
articular injection of hydrocortisone 
pound in rheumatoid arthritis. We care- 
fully studied, over a period of one month or 
longer, the effect: of repeated injections of 
compound EF into 35 joints (24 patients with 
rheumatoid arthritis Fluid from each joint 
was examined from 5 to 20 or more times. 
The dosage of the steroid averaged from 25 to 
37.5 mg., and the usual interval between in- 
jections was eight days. 

One of the most consistent observations was 
a slowing of the rate at which synovial effu- 
sion recurred after hydrocortisone in- 
jected; several days or weeks may be required 
before the fluid re-forms to the extent of the 
original effusion, | can best illustrate the 
changes in joint fluid by contrasting the find- 
ings before treatment with those at the time 
of maximum benefit. The characteristics that 
show the most important changes are pre- 
sented in figure 1. The solid circles represent 
relative viscosity before treatment; the open 
circles depict the polymorphonuclear cell 
counts; these are plotted against values from 
the same joint at the time the maximum vis- 
cosity was achieved. The significant feature is 
that the points above the diagonal line indi- 
cate an increase in values during treatment: 
points below the diagonal line indicate a de- 
crease. In every instance, with repeated injee- 
tion of the steroid there was a definite increase 
in relative viscosity of joint fluid, and this usu- 
ally was associated with a distinet decrease in 
total number of nucleated cells, due almost 
entirely to a decrease in the number of poly- 
morphonuclear cells. 

These impressive changes in viscosity are 
interpreted as reflecting a favorable change 
in the characteristics of synovial hyaluronic 
acid. The fact that the mucin clot took on ex- 
cellent characteristics supports this conclusion 
further. These observations are in accord with 
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riGuRE 1. Values for relative viscosity at 20° C. 


and for polymorphonuclear cells per milliliter in synovial fluids be- 


fore treatment plotted against values from same joint at time of maximum viscosity attained during repeated intra- 
articular injections of hydrocortisone acetate. Points falling above the diagonal line indicate an increase in values 
during treatment; points falling below the diagonal line, a decrease. (From Duff, Robinson, Mikkelsen and Chate- 


lin” Reproduced courtesy W. B. Saunders Company.) 


the concept that, in part, local action of the 
adrenocortical steroids may underlie their fa- 
vorable effect on synovial inflammation, It is 
postulated that this local action permits the 
synovialis, or the lining of the joint, to pro- 
duce a more nearly normal product with re- 
spect to the polysaccharide component of sy- 
novial fluid. Influence apparently is exerted on 
the connective tissue cell from which hyalu- 
ronie acid presumably is formed. It is possi- 
ble that the changes described are not entirely 
the result of suppression of the inflammatory 
process. 


Presentation of Case 


The patient here today, a 38 year old ma- 
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chinist, has had rheumatoid arthritis for about 
nine years, with multiple joint involvement. 
On the basis of the obvious deformity and the 
advanced x-ray changes in his hands, disease 
progression would be stage III according to 
the criteria of the American Rheumatism As- 
sociation. 

About a year ago, because the usual con- 
servative program of management had proved 
inadequate, steroid therapy was instituted. A 
duodenal ulcer developed while the patient 
was receiving a maintenance dose of 35 mg. 
of METICORTEN™, and this complication, of 
course, made further systemic steroid therapy 
inadvisable. With gradual withdrawal of the 
Meticorten, a flare-up occurred, manifested 
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particularly by pain and disability in the 
knees. Currently the problem involves keeping 
him comfortable with regard to walking and 
standing. 

His knees demonstrate the typical findings 
in rheumatoid disease. There is some quadri- 
ceps atrophy above, giving the spindle-shaped 
swelling. The periarticular structures are some- 
what thickened. There is some fluid present 
in the right knee joint, but not in great 
amounts. The other knee, in addition, demon- 
strates a slight flexion contracture. 

This patient told me a few moments ago 
that he has had injections of what I presume 
was hydrocortisone into both knees, with a 
variable response. Initially, some months ago, 
it was excellent: more recently the response 
has been less adequately sustained. 


Clinical Applications 


Our conclusions as to the usefulness of in- 
tra-articular therapy in rheumatoid arthritis 
are based on careful study of the effects of 
more than 1000 injections of hydrocortisone 
into 105 joints of 60 selected patients with 
rheumatoid arthritis similar to the patient | 
just presented. The general type of response 
achieved and pertinent treatment details are 
presented in table 2. 

Favorable objective or subjective clinical 
response was not achieved in 19 per cent of 
the joints. All joints were injected with hydro- 


cortisone acetate at least three times at inter- 
vals of three to four days. 

Some degree of initial clinical improvement 
was obtained in about 31 per cent, but with 
continued treatment improvement did not pro- 
gress significantly or the benefit achieved dur- 
ing the first few weeks of treatment could not 
be maintained. Therefore, the injections were 
eventually discontinued because the benefits 
were not regarded as worthwhile. A decreas- 
ing local responsiveness to repeated injections 
of the steroid may occur, as perhaps was the 
‘ase in the patient presented. 

In the remaining 50 per cent of the joints 
(27 of the 60 patients) worthwhile and sus- 
tained benefit was achieved by serial injec- 
tion of this steroid. In some instances this was 
successfully combined with orthopedic and 
physical medicine procedures to reduce flexion 
contractures of the knees. In all instances the 
noteworthy effect was relief of pain. We main- 
tained personal supervision over 16 of these 
patients for a period of many months, and, al- 
though repeated injections were required to 
keep them comfortable during this period, we 
could on some occasions sustain benefit for as 
long as 15 to 57 days between the injections. 

We found a fairly satisfactory correlation 
between favorable changes in joint fluid char- 
acteristics and the symptomatic and objective 
response to single or repeated injections of 
hydrocortisone. In seven patients it was even- 


TABLE 2* 


CLINICAL EFFECTIVENESS OF SERIAL INJECTIONS OF HypROCORTISONE ACETATE IN 105 
RHEUMATOW Jotnts (60 PATIENTS) 


NO RESPONSE 


Joints treated 


Knees ....... 16 

Elbows .. 2 

Ankles .... ; 1 

Wrists 


Number of patients ............ 15 


Average dose, 25 to 37.5 mg. 
Average duration of benefit, 7 to 10 days 
Maximum duration of benefit, four to six weeks 


NO SUSTAINED OR SUSTAINED, WORTHWHILE 


ADVANCED RESPONSE BENEFIT 
25 45 
5 
4 2 
2 
32 (31%) 53 (50%) 
18 27 


*From Duff, Robinson, Mikkelsen and Chatelin.” (Reproduced courtesy W. B. Saunders Company.) 
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, FiGuRE 2. Joint fluid findings in left knee and clinical course over a 30 month period in a 46 year old man with 

rheumatoid arthritis of 11 years’ duration; initially classed*® as stage HII, class IIL After eight months of repeated 

injections of hydrocortisone acetate into the knees, continued with general medical treatment and intensive physical 
therapy, this patient experienced a prolonged clinical and laboratory remission. Similar changes also occurred in the 

) right knee. 


tually possible to discontinue this type of ther- 
apy after variable periods. These individuals 
apparently had remissions of their disease. 
Sometimes this was associated with other forms 
of therapy such as the injection of gold salts. 
In these cases the joint fluid characteristics 
closely approached normal values. 

Figure 2 depicts the course of one of these 
patients who experienced a remission. The 
joint fluid characteristics (left knee) are de- 
scribed in terms of the absolute polymorpho- 
nuclear cell count, the relative viscosity, an 
“index” to the degree of polymerization of 
hyaluronic acid obtained from the ratio 

logarithm of viscosity 


polysaccharide concentration 
and mucin clot characteristics. Subjective and 
objective responses also are indicated. 

The patient whose course is shown in fig- 
ure 2, a 46 year old bookkeeper, had used 
crutches or a wheel chair for several months 
before this study was undertaken; the rheu- 
matoid involvement of the knees was accom- 
panied by a flexion contracture. Repeated in- 


June 1956 


jections of hydrocortisone were initiated 
April 1952. His program also included large 
doses of salicylates, individualized physical 
therapy and eventually gold therapy. Persist- 
ent objective and subjective evidence of knee 
improvement appeared, and coincidentally im- 
pressive improvement occurred in joint fluid 
characteristics. Subsequent to stopping the 
hydrocortisone injections, although minor 
exacerbations have occurred, this remission 
has persisted to the present time. 

In other patients who have followed a simi- 
lar course, concomitant synovial biopsies have 
been made. In spite of the near normal joint 
fluid characteristics and the satisfactory clini- 
cal status of these joints, the histologic fea- 
tures of rheumatoid arthritis have been found 
to persist in the synovia. 

There are, then, important limitations to the 
practical usefulness of intra-articular hydro- 
cortisone in rheumatoid arthritis. It is local 
therapy, suppressive rather than curative. We 
have no criteria which will suggest which joints 
will respond most adequately. It is important 
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to be sure that the needle is in the synovial 
cavity. One can best confirm this by with- 
drawing synovial fluid. Injection of the steroid 
into the tissues around the rheumatoid joint 
is relatively ineffective and represents the most 
frequent cause of failure for this therapy. 

In general, this therapy is most successful 
in larger joints. Doses of hydrocortisone ex- 
ceeding 30 to 50 mg. have no particular ad- 
vantage. As this is local therapy, its use is not 
practical in extensive and multiple active joint 
disease. Its greatest value is for the patient 
with one or two painful larger joints that are 
seriously impairing his function, One may also 
sometimes obtain benefit in smaller joints 
such as those of the elbow or wrist. This ther- 
apy usually has no direct effect on the consti- 
tutional aspects of the disease; it certainly is 
true that control of the rheumatoid activity in 
a knee, for instance, by local hydrocortisone 
may be associated with distinct progression of 
the disease in other joints. 

Different chemical forms of local hydrocor- 
tisone may produce varying degrees of anti- 
rheumatic effect. The tertiary-butyl hydrocor- 
tisone acetate preparation is probably the 
most effective; this is now available on pre- 
scription. Preliminary experience with the new- 
er analogues of hydrocortisone suggests that 
the local effect of prednisolone tertiary-butyl- 
acetate is comparable but not noticeably su- 
perior to that of the hydrocortisone derivative. 

In regard to local steroid therapy in other 
forms of rheumatic diseases, our colleague, 
Dr. Carl Badgley,’ Professor of Orthopedic 
Surgery at the University of Michigan, has 
described the usefulness of hydrocortisone 
acetate injections into anatomically isolated 
soft-tissue lesions occurring particularly in the 
upper extremity. The chief associated symp- 
tomatology of these lesions has been localized 
pain and discomfort, with limitation of func- 
tion and usually sharply localized tenderness 
at an anatomic site. The three principal cate- 
gories of soft-tissue lesions treated were classi- 
fied as (1) tenovaginitis, examples being the 
familiar trigger finger or de Quervain’s dis- 
ease; (2) bursitis (radiohumeral or tennis el- 
bow, or subdeltoid bursitis most commonly ), 
and (3) soft-tissue calcification (about the 


582 


shoulder, at the insertion of the deltoid, in the 
radiohumeral bursa and about the wrist). In 
a large orthopedic practice, very gratifying 
response frequently has followed the injection 
of hydrocortisone in selected cases of these 
conditions. Our limited experience in this field 
confirms that reported by Dr. Badgley. 

In addition to these conditions involving 
the upper extremity, a favorable number of 
patients with pain and limitation associated 
with osteoarthritis, particularly of the knee, 
may, judging by our experience, obtain sub- 
stantial benefits from intra-articular hydrocor- 
tisone injection, Unlike the benefits in rheu- 
matoid arthritis, those of local steroid therapy 
in these circumstances may be surprisingly 
well maintained; they may persist upward to 
weeks or perhaps months. | wish we knew the 
explanation for this phenomenon, Unfortu- 
nately, as you know, in osteoarthritis it is 
often difficult to obtain fluid. The detailed 
studies of the effect of intra-articular steroids 
on joint fluid described for rheumatoid arthri- 
tis have not been possible in osteoarthritis. 

The amount of hydrocortisone usually in- 
jected in these situations is, again, from 20 to 
50 mg. The injections are repeated on a symp- 
tomatic basis. If relief or improvement does 
not follow three or four injections, further trial 
is inadvisable. 

The injection of steroids into the hip joints 
has been disappointing, regardless of wheth- 
er the underlying disease has been rheumatoid 
in type or whether it has been osteoarthritis. 
In my experience, it is very difficult to put a 
needle into the hip joint. This undoubtedly ac- 
counts for some of our failures, but even when 
we have been sure the needle was in the hip 
joint (by demonstrating synovial fluid) intra- 
articular therapy has not proved successful. 


Summary and Conclusions 


In general, the results of intra-articular ste- 
roid therapy in rheumatic diseases are favor- 
able, but I must add a note of admonition, 
namely, that a rigid aseptic technic should be 
maintained when soft tissues or joint cavities 
are entered with a needle. In my opinion it is 
unwise to inject steroids locally when the pos- 
sibility of an infectious process has not been 
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eliminated. If by chance it is a tuberculous or 
a septic joint, the chances of doing harm with 
the steroid do exist. 

In view of the limitations of intra-articular 
steroid therapy, it should not constitute the 
sole therapeutic measure. It represents an ad- 
dition to and not a substitute for sound man- 
agement in rheumatic rheumatoid 
arthritis in particular. The patient presented 
here today deserves and indeed needs all the 


disease 


features of conservative therapy, including 
salicylates and a well-integrated program of 
physical therapy directed toward maintaining 
and increasing muscle strength, especially in 
the quadriceps group, and, if possible, meas- 
ures to relieve the flexion contractures. In 
such a patient, intra-articular steroids may be 
employed with success as a supplementary 
measure. 

We must continue to place emphasis on ade- 
quate rest, maintenance of joint function, an- 
algesies and attention to factors bearing on 


the patient’s general health. Intra-articular 
steroids may prove helpful when one or a few 
large joints are the major cause of disability: 
the suppression of inflammatory activity often 
can be combined with intensive physical ther- 
apy and selected orthopedic procedures. With 
combined therapy, the improvement in func- 
tional ability is the most impressive result, 

Finally, in soft-tissue lesions about the up- 
per extremity, injections of steroids locally 
are well worth considering: the results may be 
very surprising. 
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Most sleep problems in the first year of life can be 
‘spoiling” in the old-fashioned 
sense. Their greater frequency in recent years is prob- 
ably due to parents’ uncertainty about how far to carry 
permissiveness. Sleep problems in children around two 


years of age are usually caused by anxiety and require 
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Surgery of Diseases of the Lung 
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can divide the 
lesions of the lung 
which demand surgical 
interference into two 
groups, inflammatory 
lesions and _ neoplastic 
lesions. The former are 
becoming much less 
significant because to- 
day they generally are 
controlled relatively 
easily with antibiotics, 
but they are important in that they mimic 
neoplastic lesions. The latter are becoming 
more frequent than ever before; in fact, bron- 
chogenic cancer is increasing more than any 
other type of cancer. 

To give you an idea of the increase in in- 
cidence of bronchogenic cancer, statistics re- 
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veal that it now is the most common type of 
cancer in males—that it now exceeds cancer 
of the stomach (figure 1). Cancer of the 
bronchus is the second most frequent form of 
cancer in both sexes, being superseded only 
by cancer of the breast in females (figure 2). 

By standardizing the data for the period 
from 1914 to 1950 for age, one finds that 
the incidence of bronchogenic cancer among 
women has increased from 0.6 per 100,000 
population to 4.3 per 100,000 population in 
1950 (figure 3). For men, this increase has 
been from 0.7 per 100,000 in 1914 to 19.6 
per 100,000 in 1950 (figure 4). 

In 1920, cancer of the lung represented 1.1 
per cent of all cancer. In 1930 this figure was 
2.2; in 1948, 8.3 (figure 5). I have had the 
temerity to predict that in 1970 it will repre- 
sent 18 per cent or one in about every five 
cases of cancer, and this is for both sexes. Be- 
cause the disease is more common among men 
than among women, in 1970 one of every two 
men who have cancer will have cancer of the 
lung unless something is done to prevent it. 
The American Cancer Society has stated that 
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one of every four men will have a cancer at 
some time. That will mean that in 1970 about 
one of every four to eight men in the United 
States will have cancer of the lung. 

The increase in lung cancer is not limited 
to the United States. In Holland, cancer of 
the lung in women increased tenfold from 
1924 to 1951; in men it increased twenty- 
fourfold (figure 6). 

In England, too, lung cancer has increased 
tremendously. In 1931, 0.5 per cent of all 
deaths were due to cancer of the lung; in 
1952, 5.0 per cent. In 1931, 5.0 per cent of 
all deaths from cancer were due to cancer of 
the lung; in 1952, 26 per cent (figure 7). In 
1951, 10 per cent of all the men who died be- 
tween the ages of 45 and 55 years died of can- 
cer of the lung. 

The statement is frequently made that there 
can be no causal relationship between smok- 
ing and lung cancer because, if there were, 
the incidence of lung cancer would be higher 
in the United States than it is in England, 
since we smoke more than they do. This is a 
truth, but only a half-truth. True, we now 
smoke more than the British people do, but 
we have done so only for the past eight years. 
Before then the British smoked much more 
than we did, and because of that they now 
have such a high incidence of cancer of the 
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lung. It frightens me to think what is going 
to happen to our nation in another 10 or 15 
years when our present smoking habits catch 
up with us. 

The incidence of cancer increases with ad- 
vancing age, as we all know, generally with 
each advancing year (figure 8). A_ greater 
percentage of persons 90 years of age will 
have cancer than those 80 years old, and 
more of these, in turn, will have cancer than 
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those 70 years of age. This is true for every 
form of cancer except cancer of the lung, 
which increases in incidence very rapidly to 
reach a peak age at present of 55 years, fol- 
lowing which it decreases. I believe that this 
decreased incidence which follows the reach- 
ing of a peak is due to the fact that the per- 
son who has smoked heavily has subjected his 
heart and blood vessels to the deleterious ef- 
fects of tobacco and, because of this, develops 
coronary thrombosis and does not live long 
enough for cancer of the lung to develop. A 
dubious advantage of smoking, therefore. is 
that one might save oneself a death from can- 
cer of the lung by smoking heavily and dying 
before cancer develops. Carrying this ludi- 
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FIGURE 10. Normal tracheobronchial mucous membrane 
in nonsmoker. 
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FIGURE 11. Metaplasia of the bronchial mucous mem- 
brane of a moderate smoker. 


FIGURE 12. Bronchial mucous membrane of a_ heavy 
smoker showing thickening of the mucosa due to marked 
metaplasia. 
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crous analogy a little further, one can avert 
a death from either one of these causes by 
shooting oneself at 40. 

A study by the American Cancer Society 
(figure 9) showed that the over-all death rate 
was 75 per cent higher among cigarette 
smokers than among nonsmokers: the death 
rate from heart disease was 95 per cent higher 
among cigarette smokers than among non- 
smokers; the death rate from all cancers was 
156 per cent higher, and the death rate from 
cancer of the lung was 400 per cent higher 
among cigarette smokers than among non- 
smokers! 

A question which frequently is asked con- 
cerning the relation of smoking to cancer is 
that if there is a connection why don’t we see 
precancerous lesions of the lung? This both- 
ered me for some time until I talked with Dr. 
Dunlap, our pathologist at Tulane, and he said 
that ordinarily the bronchi are not examined 
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for precancerous lesions. For the past three 
years our pathology department has examined 
very carefully the bronchial tree at autopsy; 
they take out blocks at the bifureation and 
from various portions of the bronchi. Figures 
LO, LL and 12 illustrate the bronchial mucous 
membrane of men 50 years old. A man who 
had never smoked had a perfectly normal 
tracheobronchial mucous membrane (figure 
10). A man who had been a moderate smoker 
had metaplasia of the mucous membrane (fig- 
ure LL). The bronchial mucous membrane of 
a man who had smoked heavily shows tremen- 
dous thickening of the mucosa due to marked 
metaplasia (figure 12); this definitely is a 
precancerous lesion, and the only reason this 
man did not have cancer of the lung is that 
he died of something else before the precan- 
cerous changes had become malignant. 

Cancer of the lung is primarily a disease 
of men, who constitute about 90 per cent of 
the patients in our series (figure 13). It oe- 
curs most often in older persons, predomi- 
nantly in the sixth decade of life, with the 
seventh decade and then the fifth following in 
order of frequency (figure 14). 

Symptoms of lung cancer are so insidious 
that they are likely to be disregarded. More 
than half of our patients had a history of a 
respiratory tract infection. Cough is without 
a doubt the most common manifestation. 
Hemoptysis always demands _ investigation. 
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Thoracic discomfort and wheezing are impor- 
tant symptoms. Almost 90 per cent of our 
patients had a cough, 65 per cent had lost 
weight, 60 per cent had chest pain, more than 
half had a history of respiratory tract infec- 
tion, and 51 per cent had a history of he- 
moptysis (figure 15). 

The diagnosis of lung cancer is not difficult 
if one only considers it. A chest x-ray is the 
most valuable method in making the diagno- 
sis because of the ease with which it can be 
done. In most instances a shadow caused by 
infiltration of the tumor is visible. Occasion- 
ally, if the tumor is small and incompletely 
obstructs the bronchus, there may be obstruc- 
tive emphysema. If the tumor occludes the 
bronchus there may be atelectasis due to ab- 
sorption of air distally. 

Bronchography is valuable in demonstrat- 
ing an obstruction in an area not visible by 
means of bronchoscopy. Bronchoscopy should 
he done, but unfortunately in only a third of 
our cases could we make a positive diagnosis 
by this means. 

In our hands, cytologic examination of the 
sputum has been the most valuable means of 
diagnosing lung cancer. We were ableto make 
a definite diagnosis preoperatively in almost 
70 per cent. 

Thoracoscopy is mentioned here as a prog- 
nostic procedure rather than a diagnostic one. 

Aspiration biopsy is mentioned only to be 
condemned, because although it permits a 
diagnosis in the presence of a peripherally 
located lesion, there is danger of implanting 
tumor cells along the site of the aspirating 
‘needle. In 20 per cent of cases it is necessary 
to resort to thoracic exploration to make a 
diagnosis. 

In our series, the roentgenologist made a 
diagnosis of carcinoma of the lung in a little 
over 80 per cent of cases (figure 16). Unfor- 
tunately, there was an average delay of 8.7 
months from the appearance of the first symp- 
tom to the institution of definitive therapy. 
We tried to determine who is responsible for 
the delay. For the entire group there was an 
average delay of 2.8 months on the part of the 
patient, and 5.5 months occasioned by the 
physician. We broke these figures down into 
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SYMPTOMS—502 RESECTED CASES—CANCER OF LUNG 


Pee CENT 


CASES 10 20 30 40 50 60 70 8 90 

COUGH 447 870 

WEIGHT LOSS 331 659 

CHEST PAIN 300 59.7 

RESPIRATOR 26% é 

ions 

HEMOPTYSILS 259 

OYSPNEA 232 

WEAKNESS 231 Aco 

WHEEZE 7° 

NIGHT SWEAT ©CO 

VOICE CHANGE 


FIGURE 15. 


private patients and those in the Charity Hos- 
pital series and found that among the patients 
in the Charity Hospital the delay averaged 
three months for the patient and 3.6 months 
for the physician. In the private series the 
patient delay was only 2.6 months—which was 
long enough, of course—but the delay for 
which the physician was responsible was 6.2 
months. This means simply that these patients 
had a diagnosis of viral pneumonitis and were 
treated for weeks or months in the hope that 
their symptoms were due to viral pneumonitis. 
The pneumonitis associated with carcinoma of 
the lung is an atypical one. We unfortunately 
have come to think of all atypical pneumo- 
nitides as due to viral pneumonitis—and al- 
though a man past 40 with atypical pneumo- 
nitis and who has been a heavy smoker can 
have a viral pneumonitis, he more likely has 
carcinoma. 
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RESULTS—BRONCHOGENIC CARCINOMA 1,579 CASES 


i 
CONSIDERED 


731 AG.2% 


848 53.8% 


REFUSED SURGERY 
71 8.7% 


: 
EXPLORED 
777 91.5% 


RESECTABLE 
503 64.8% 


NON-RESECTABLE 
274 35.2% 


OSPITAL 


229 836% 


164% 


HOSPITAL DEATHS DISCHARGED 
97 19.2% 1406 80.8% 
FIGURE 17, 


The treatment of bronchogenic carcinoma 
consists of pneumonectomy. I am sure this is 
the only way in which a curative procedure 
can be done in the greatest number of cases. 

Almost half the patients in our series of 
1.579 cases were inoperable when we first saw 
them (figure 17). Almost 10 per cent refused 
surgery. Exploration was done in 777 cases. 
and of these patients 35 per cent were found 
to have nonresectable lesions. Resection was 
carried out in 503 cases, with a high mortal- 
ity rate, it is true (19 per cent), because in 
three-fourths of these there was extension 
beyond the lung. 

What has happened to these patients? In 
this age group, 85 per cent of the population 
as a whole are alive at the end of five years. 
In our series, after five years, 15 per cent of 
the patients who had resection are alive and 
apparently well, 5.5 per cent of the entire 
group are well, and in the nonresected cases 
no patient has lived as long as five years (fig- 
ure 18). It is obvious that earlier diagnosis is 
necessary. 

Of all our resected cases, those patients with 
localized disease had a five year survival rate 
of 35 per cent; those who had palliative resec- 
tions, 7 per cent (figure 19). 

I would like to present three patients. The 
first, Mr. G., is now 58 years of age. In 1947 
he noticed a cough and began to lose weight. 
He lost 13 lb. A malignant lesion was found 


590 


in the upper lobe of his left lung. Pneumonec- 
tomy was done, and he has been well ever 
since, a period of eight and a half years. | am 
grateful to Dr. Barrow, one of my former as- 
sociates, and Dr. Motzell for obtaining these 
patients. I was interested in the statement in 
Mr. G.’s record that his “drinking and smok- 
ing habits are normal.” I wonder what nor- 
mal smoking habits are. | asked Mr. G. about 
his smoking habits, and he said he has smoked 
a package of cigarettes a day for the past 45 
years. That may be considered normal but | 
think it is hazardous for anyone to smoke that 
much and that long. | am convinced that Mr. 
G.’s lung cancer was precipitated by his heavy 
smoking. He represents what can be accom- 
plished by a pneumonectomy. This man is 
well. He is not doing any work at present, be- 
cause when he applies for a job and the pro- 
spective employer finds out that he has had a 
lung removed, he is not hired. That seems re- 
grettable, because a man who has had a pneu- 
monectomy usually can get along very well. 
The next patient, Mr. F., is not here today, 
but I shall describe his case. At the age of 63 
years he was hospitalized because of an inci- 
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dental finding of atelectasis in the left lower 
lobe. He was followed for some time, and 
x-rays showed some improvement in the con- 
dition. Bronchograms revealed an absence of 
filling of the left lower lobe. This was thought 
to be a bronchiectasis due to bronchial steno- 
sis, and the patient was operated on and a 
lobectomy was done. A stenosis which on mi- 
croscopic examination was considered benign 
was found in his lower lobe bronchus, and I 
have just been informed today by Dr. Motzell 
that this man has died, presumably of carci- 
noma. | suspected that he had bronchogenic 
carcinoma despite the fact that the lesion was 
diagnosed as a benign stenosis. His lesion 
originally was detected accidentally. It is ex- 
tremely unusual for an inflammatory stenosis 
of the bronchus to develop without obvious 
antecedent symptoms. However, it is not un- 
usual for a person with a carcinoma to devel- 
op a bronchial obstruction without antecedent 
symptoms aside from a cough. 

The third patient, Mr. S., is 59 years old. 
He had a history of persistent cough and cold 
of three months’ duration. A chest x-ray 
showed some infiltration at the right apex. 
Subsequent x-rays revealed an increase in the 


June 1956 


density of the shadow. He was operated on 
and a lobectomy was done. He was found to 
have an interstitial pneumonitis with bron- 
chiectasis. It was impossible to tell before- 
hand, before operation, whether or not this 
was a neoplasm. All his examinations were 
negative as far as neoplastic cells were con- 
cerned, but it was necessary to assume that 
this possibly was a neoplasm. At operation, 
however, the lesion was proved to be inflam- 
matory and Mr. S. is now well. 

I hope the one lesson that I can leave with 
you is that a person who has a lesion within 
his lung field as shown by x-ray must be con- 
sidered to have a neoplasm until this is dis- 
proved. An x-ray alone cannot decide the 
question, and only by resorting to extirpation 
in these cases can one be sure that a lesion is 
or is not neoplastic. In addition, many of these 
patients with inflammatory lesions are very 
much better for having had the resection (as 
I am sure is true of Mr. S., whose lesion 
proved to be inflammatory, fortunately for 
him). This is true also of persons who have 
a tuberculoma. There was a time when most 
of us felt that a tuberculoma was best treated 
conservatively. I feel now that the best way 
to treat it is by surgical extirpation, but the 
important reason for operating on such a pa- 
tient is that one cannot otherwise differentiate 
a tuberculoma from neoplastic disease. 

How are we going to improve the results 
of treatment of thoracic lesions? Inflammatory 
lesions we need not fear very much, because 
although these patients frequently do not get 
well, they do not run the progressive course 
associated with neoplastic lesions. However, 
every patient with a chest lesion which resists 
therapy should be considered as possibly hav- 
ing a bronchogenic neoplasm, and the diag- 
nosis should be either confirmed or excluded. 
This is especially true if the patient is a man 
past 40 years of age who has been a heavy 
smoker. We feel that the history of smoking 
is the most reliable method we have today of 
making a diagnosis of cancer of the lung. 
That seems like a very broad and radical 
statement, and what I mean is this: If a per- 
son has a lesion of his lung which is clinically 
cancer but he is not a smoker, it is either not 
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cancer or it is an adenocarcinoma. cancer—-was found to have an inflammatory 

About two months ago we had two men in __ lesion. The results of cytologic examination in 
the hospital at the same time whose cases are _ his case were false positive. 
interesting in this respect. One of them was If you will suspect cancer in all men who 
admitted because of a diagnosis of broncho- — have been heavy smokers, particularly those 
genic cancer. He had a lung lesion which — past 40 years of age, and who have unex- 
looked like cancer. His sputum was positive plained thoracic discomfort, you are not going 
for tumor cells. He had hemoptysis. He did to miss many cancers of the lung. 
not smoke. I said to our medical staff, “This Any man who has an atypical pneumonitis 
man either has an inflammatory lesion or an — must be suspected of having bronchogenic 
adenocarcinoma,” and his sputum cells did cancer until proved otherwise. Do not make 
not look like adenocarcinoma. | felt it was not the mistake of treating these patients for weeks 
a cancer. The other patient who was hospital- — and months with antibiotics; there will be 
ized at the same time was admitted on the | some improvement, to be sure, because the 
medical service because of some other con- secondary infection associated with the bron- 
dition. Routine x-ray of his chest showed a chial obstruction is controlled. But do not de- 
little widening of his left hilus. Because he lay definitive therapy too long. It is unfortu- 
was a heavy smoker, | insisted that broncho- nate that today we are seeing patients later 
scopic examination be done. We found some than we did five years ago, and | am sure this 
indentation of the left main stem bronchus. is because the diagnoses of atypical pneumo- 
Cytologic examination gave negative results, nitis and viral pneumonitis are being made 
as did every other examination, but because — much too frequently. 
of his smoking history I insisted that he be Finally, | think we can do a great deal 
operated on. more. Those of you who smoke and those of 

Both these patients underwent operation. | you who have patients who smoke (and most 
The man who had minimal findings——slight — do, of course) should, | think, advise your 
thickening of the left main hilus, slight’ in- patients (and you do the same) to get an x-ray 
dentation of the left main stem bronchus—— at least every six months, so that when early 

had carcinoma. The other man, who had posi- cancer of the lung develops we can detect it 
| tive cytology, hemoptysis—who clinically had when it is still operable and curable. 
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Introduction 


(Dr. Richard B. Cattell, Moderator ) 


The major problems we wish to pose con- 
cern the treatment of diverticulosis and diver- 
ticulitis, the indications for surgery, and the 
differential diagnosis, particularly of diver- 
ticulitis and malignancy. We hope the intro- 
ductory remarks by the panel members will 
raise a number of controversial points in your 
minds, and we shall try later on to answer the 
questions you submit. 


Medical Aspects 
(Dr. Leon Schiff ) 


It has been estimated that from 5 to 12 per 
cent, or more, of all middle-aged persons have 
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diverticulosis of the 
colon. Arthur Allen re- 
cently reported finding 
colonic diverticula in 
one-third of 2000 con- 
secutive patients who 
were given barium ene- 
mas. That is a rather 
high figure, but I think 
we all agree the inci- 
dence is at least 5 to 
12 per cent in middle- 
aged persons. With advancing age, the diver- 
ticula may increase in both size and number. 

Diverticula frequently do not produce symp- 
toms, but as clinicians we usually find that 
patients with this disorder have an irritable 
colon—and there are some who believe that 
an irritable or a spastic colon predisposes 
to development of diverticula. The increased 
intraluminal colonic pressure associated with 
spasm, which is a prominent feature in diver- 
ticulosis, may well play some role. Obesity, 
sedentary occupations and constipation have 
all been considered as contributory factors. 
When called on to treat patients who have 
irritable colons, it is very important to deter- 
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mine the emotional factors that may be dis- 
turbing them and correct these factors as well 
as we can; in most instances the task is up to 
the clinician rather than the psychiatrist. 
Many workers advocate a low residue diet 
in diverticulosis. | am not sure this is neces- 
sarily indicated. Dr. Franz Ingelfinger recent- 
ly pointed out to me that the Andes Indian, 
who eats a great deal of corn and whose diet 
is very high in residue, does not seem to have 
diverticulosis any more than we do, although 
his colon may be somewhat longer than ours. 
| think the most important goal in diver- 
ticulosis is to keep the stools soft. One may be 
able to accomplish this with diet alone, per- 
haps even by increasing the roughage content, 
or one may have to employ a laxative such as 
mineral oil, usually in oral doses of '2 to | 
oz. at night or as a warm retention enema of 
3 to -4 oz. In some instances one may have to 
take recourse to the hydrophilic colloids. In 
cases of irritable colon per se, we are not so 
interested in attaining soft stools and are more 
likely to restrict residue content of the diet. 
For the patient with an irritable colon, | 
think most of us would prescribe some seda- 
tive such as phenobarbital, usually 44 to '2 
gr. four times daily. Use of antispasmodic 
agents may be helpful. Until recently, before 
the surge of the anticholinergic drugs, most of 
us used tincture of belladonna or atropine. 
More experience is needed with the anticho- 
linergics before they will replace the more 
customary tincture of belladonna and its de- 
rivatives in cases of irritable colon. 
When symptoms do appear in association 


with diverticula of the colon, their appearance 


594 


signifies that inflammation is occurring. In- 
flammation usually is secondary to sealing off 
of the diverticular neck, stagnation of the fecal 
contents and perhaps erosion of the mucosa, 
and the situation is similar to that in obstrue- 
tive appendicitis. The diverticulum may rup- 
ture and there may be generalized peritonitis. 
More often a localized abscess forms or a fis- 
tula occurs between the sigmoid colon and the 
bladder or other parts of the bowel or the out- 
side surface. The patient may have attacks of 
“left-sided appendicitis” —pain in the left low- 
er quadrant frequently accompanied by nau- 
sea, vomiting, fever, leukocytosis, localized 
tenderness and perhaps a localized mass. In 
such a situation it may be desirable to with- 
hold all alimentation by mouth if nausea and 
vomiting are prominent. Most clinicians use 
antibiotics in these cases—large doses of peni- 
cillin along with streptomycin. At other times 
antibiotics may be given orally, in the form 
of neomycin, SULFASUXIDINE®, ete. Usually 
this type of attack subsides after two or three 
days unless a complication develops in the 
form of localized abscess or peridiverticulitis. 

| believe that recurrent attacks of acute 
diverticulitis such as | just described are an 
indication for surgical intervention. In_ the 
past, we probably have waited too long before 
calling in the surgeon in such situations. The 
bowel may become greatly thickened, produe- 
ing a partial or even a complete obstruction. 
I believe that not infrequently we see patients 
with partial or chronic obstruction in whom, 
as Allen pointed out, the pain may be right- 
sided rather than left-sided because the as- 
cending colon dilates to accommodate the 
narrowed sigmoid colon in the process of ob- 
struction, Such a patient may have vague 
symptoms due to the partial obstruction, and 
we should employ surgery sooner than we 
have done in the past. 

Obviously, surgical intervention indi- 
cated if there is perforation, fistula formation 
or bowel obstruction. 

Hemorrhage occurs more often in diver- 
ticulitis than we formerly realized. It is well 
known that diverticulitis, a very common dis- 
order, may be associated with carcinoma of 
the bowel, a not uncommon disorder, but a 
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causal relationship has not been demonstrated. 
Generally, patients with bowel cancer do not 
have massive hemorrhages from the bowel. 
They frequently bleed, and bleeding brings 
them to the physician, but it is very unusual 
for the hemorrhage to be massive. On the 
other hand, recent experience indicates that 
massive hemorrhage is not so infrequent in 
diverticulosis or diverticulitis, the hemorrhage 
coming from the vessel in the base of the epi- 
ploic appendix or in the base of the diver- 
ticulum. If the patient is merely bleeding, we 
should suspect, in addition to the diverticulosis 
or diverticulitis, the possibility of a neoplasm, 
but if he is bleeding massively we had better 
he concerned that the diverticulosis or diver- 
ticulitis per se may be responsible. 

When bleeding is massive, and since most 
of these patients are in the older age groups, 
one should resort to early surgery. The situa- 
tion here is much the same as in massive 
hemorrhage from peptic ulcer in older per- 
sons, in whom recent experience has empha- 
sized the need for early surgery. Waiting too 
long may result in complications, usually pul- 
monary, which may prove fatal. 

1 would like to read a few lines from the 
writings of the late Lord Moynihan, one of 
the great abdominal surgeons of all times, 
who was very interested in this subject, and 
included it in a special lecture in 1927. 

“A diverticulum is a wayside shelter by a 
main path, In the alimentary canal it is caused 
by a protrusion of the mucous membranes 
with or without the other coats. . . . Usually 
it is the mucous membrane which herniates 
through the muscular layer and hence, there 
being no muscle in the diverticulum itself, 
this point keeps it from emptying as well as it 
might if there were muscle in its wall, which 
occurs exceptionally. . .. The cause of the con- 
dition is a yielding of the intestinal wall as- 
sumed to be the result of a long-continued in- 
creased pressure within the lumen of the in- 
testine. The gut yields at its weak places, at 
points where vessels pass through the muscu- 
lar coats or where the appendices epiploicae 
are attached. The mucosa stretches the mus- 
cular coat and finally perforates it as the di- 
verticulum increases in size. Multiple diver- 
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ticula may exist without causing any clinical 
manifestations. Vague intestinal discomfort 
and some causes of colitis are explained by 
their presence. Chronic constipation is their 
frequent but not invariable antecedent.” 

I want to emphasize that diverticula are a 
common finding and frequently do not pro- 
duce symptoms. Therefore, do not be too hasty 
to ascribe a patient’s symptoms to their pres- 
ence. Be on guard for other causes. This ap- 
plies particularly when one gets reports of 
positive tests for occult blood in the stools, 
although a recent study from Peter Bent Brig- 
ham Hospital reported a very high incidence 
of positive tests for occult blood in the stools 
of patients with diverticulosis—positive tests 
plus gross hemorrhage in about 35 per cent. 

Another sentence from Moynihan states: 
“All clinical evidence is subordinate to that 
offered by the radiologist.” And so I will now 
retire in favor of the radiologist. 


Roentgenologic Findings 
(Dr. S. Archibald Morton) 


Radiologists encounter diverticula rather 
frequently in x-ray examinations of the colon. 
Just how frequently they occur is difficult to 
say; the incidence varies with different types 
of patients and with their ages. They consti- 
tute an unusual finding in persons less than 
45 years of age, although | have seen a 32 
year old woman who had a well-developed 
case of diverticulosis. In almost half the pa- 
tients I see who are more than 65 years of 
age, it is possible to demonstrate these pro- 
trusions from the colon. In my experience they 
occur almost twice as frequently in men as in 
women. In preparing for this discussion, | 
checked the findings of examination of the 
colon in 650 cases and found that 31 per cent 
of the men and 18 per cent of the women had 
well-defined colonic diverticula. Obesity seems 
to be a factor in their occurrence; it is the 
stocky, fat-bellied person in whom the radi- 
ologist so often finds diverticulosis. 

Colonic diverticula are most often found in 
the sigmoid. If they are seen in other parts 
of the colon, they usually are present in the 
sigmoid as well. Because of the configuration 
of the sigmoid, this area is best shown in the 
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oblique projection with the right side of the 
body elevated. 

One must distinguish between diverticulo- 
sis, which is the presence of diverticula in the 
bowel, and diverticulitis, which is an inflam- 
matory involvement of these protrusions. Di- 
verticulosis is common, but a full-blown case 
of diverticulitis is not seen very frequently. 

There may be just a few diverticula scat- 
tered throughout the colon, or they may be 
more extensive. Most of them are relatively 
small, about to em., and occasionally 1's 
to 2 em. Their size is in contradistinction to 
diverticula occurring elsewhere in the gastro- 
intestinal tract--in the esophagus, duodenum, 
jejunum——where they are likely to be a good 
deal larger. 

The diagnosis of diverticulosis is best made 
by barium enema study. Some of the diver- 
ticula may be packed with feces and will not 
fill, and even if they do the barium just runs 
around outside the scybalous mass. Diverticu- 
la will fill up in large numbers when barium 
is given by mouth, but they are best located 
in reference to the other parts of the bowel 
by means of a barium enema. Once barium 
gets into a diverticulum it stays there a long 
time -even weeks and months after the ex- 
amination-—so always be careful, if you know 
that a patient has had an x-ray examination, 
when you see some shadows low in the pelvis, 
something you may want to call a urinary 
stone; it may be barium retained in a diver- 
ticulum. 

Small colonic polyps are not infrequent, 
and these cause bleeding and sometimes are 
exceedingly difficult to diagnose. We some- 
times resort to use of double contrast enemas 
to identify them. The presence of both colonic 
diverticula and polyps makes for a very difh- 
cult diagnostic problem, because small, air- 
filled diverticula look very much like polyps 
in the colon. Be particularly careful about 
making a diagnosis of polyps in the colon 
when you know there is diverticulosis. 

Most diverticula, as | said, occur in the 
sigmoid, but occasionally one sees them in 
the cecum—almost like a solitary diverticu- 
lum. I have seen several patients who had 
symptoms simulating appendicitis and who 
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were operated on and the lesion was found to 
be a ruptured cecal diverticulum. 

Considering the large number of persons 
who have diverticulosis, one does not see a 
great many cases of diverticulitis. It often is 
not easy to say just when diverticulitis begins, 
It is easy to recognize a well-marked case, and 
one usually can distinguish by x-ray the pres- 
ence of simple, uncomplicated diverticulosis, 
but the borderline cases present difficulty, It 
is very hard to say just when a patient has 
diverticulosis with associated spasm and when 
he has true diverticulitis. 

The first stage of the inflammatory process, 
initiating the change from sigmoidal diver- 
ticulosis to diverticulitis, seems to be spasm. 
At this stage the lumen is not permanently 
narrowed and it will distend following the ad- 
ministration of a barium enema, but the bowel 
is irritated. Later, if the process continues, 
fixation occurs, with considerable narrowing 
of the lumen. 

| should point out that many patients with 
diverticulitis are difficult to examine and one 
may not obtain very satisfactory x-rays. The 
patients often are old, obese, probably clumsy 
and hard to handle, and the mechanical difh- 
culties in x-ray diagnosis of diverticulitis may 
be great. 

In distinguishing between diverticulitis and 
malignancy, remember that the lesion in di- 
verticulitis is quite long, without very sharp 
borders of beginning or of ending. The mar- 
gins of the inflammatory process do not have 
the irregular, hooklike projections that one 
sees in a malignancy. There is more likely to 
be fixation of the bowel earlier in diverticu- 
litis. However, the differential diagnosis of 
diverticulitis and cancer of the sigmoid may 
be extremely difficult. The sigmoid is a com- 
mon site of cancer, and the age groups are 
about the same for both conditions. Also, as 
Dr. Schiff pointed out, diverticulitis will cause 
bleeding just as cancer will. The examining 
physician must be on guard and not stop the 
examination when diverticulitis is found in 
the sigmoid. Sometimes one must risk putting 
more barium in the bowel than one would like 
in order to be sure the diverticulitis is the only 
lesion there. 
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One case which points this up is that of a 
patient with numerous diverticula in the sig- 
moid, possibly some diverticulitis, in whom a 
well-defined polypoid malignancy, which sub- 
sequently was fatal, was revealed just below 
the hepatic flexure when the examination was 
continued around the bowel. 

Cancer and diverticulitis may coexist, but 
the two conditions do not present identical 
pictures. Cancer will show rough, ragged, 
overhanging edges and the lesion will be rela- 
tively short; diverticulitis exhibits relatively 
long lesions without sharp borders. 

Before making a diagnosis of diverticulitis 
| believe one should establish that the patient 
has diverticula. We ought to be a little care- 
ful in this respect. 

Some workers have contended that diver- 
ticulitis predisposes to the development of ma- 
lignancy and various figures have been quoted 
to prove or disprove that idea. The two con- 
ditions occur in patients of the same age 
groups, but the consensus is that there is no 
cause-and-effect relation between them. 

Another complication in diverticulitis, in 
addition to a mass or obstruction, is the for- 
mation of fistulas, which may occur between 
the colon and other pelvic organs, particularly 
the bladder and sometimes the small bowel. 
or through the anterior abdominal wall. 

Sometimes in examining these patients one 
finds that the obstruction is so marked that 
the barium will not go beyond it into the 
lumen of the lesion, and it is then almost im- 
possible to make an x-ray diagnosis. One can- 
not tell whether one is looking at an obstruc- 
tion due to malignancy, an obstruction due to 
diverticulitis, or one which is due to a benign 
stricture. 

Another condition we must consider in di- 
agnosis of sigmoidal lesions, one which also 
occurs in elderly persons and causes lower left 
quadrant pain, is volvulus. It is perhaps a 
more catastrophic condition than diverticuli- 
tis, but we must keep it in mind. Fortunately, 
the x-ray signs of volvulus are quite satisfac- 
tory and definite; when one sees a beaklike 
narrowing of the bowel at the point of twist, 
there is no difficulty in diagnosing volvulus. 

Just because a patient has some sigmoidal 
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diverticula, one must not assume that any in- 
flammatory pelvic disease that patient may 
have is a diverticulitis. Patients have under- 
gone operation in such situations for removal 
of a presumably inflamed sigmoid, and it has 
been found that significant diverticulitis was 
not present. 

In summary, the radiologist very frequently 
finds asymptomatic colonic diverticula, most 
often in the sigmoid. The number of cases of 
diverticulitis is quite small compared with the 
frequency of diverticulosis. Diverticulitis is 
recognized by the presence of diverticula with 
irregularity of the bowel wall, narrowing of the 
lumen, and fixation. A mass may be present, 
obstruction can occur, and fistulas may de- 
velop. The differential diagnosis between di- 
verticulitis and perforating malignancy in the 
sigmoidal area may be extraordinarily difh- 
cult. Remember that other inflammatory proc- 
esses may occur in the pelvis in association 
with but unrelated to diverticulitis. 

X-ray methods are a safe and reliable means 
for diagnosing diverticulosis and diverticulitis. 


Surgical Treatment 
(Dr. Richard B. Cattell) 


Dr. Morton, who appeared here as a radi- 
ologist, was trained as a surgeon originally, 
being the assistant to a well-known surgeon in 
Halifax, Nova Scotia. | would be quite will- 
ing to have Dr. Morton select the patients 
with diverticulitis on whom I should operate; 
| thought he outlined the findings very well. 

Certainly the indications for surgical treat- 
ment of diverticulitis have been greatly broad- 
ened in recent years. Colonic surgery, particu- 
larly for complicated cases such as these, has 
become much safer, and end to end anastomo- 
sis (the only type of anastomosis feasible in 
most instances) now can be carried out tech- 
nically with much less risk than formerly. 

| would like to repeat some of the complica- 
tions demanding surgery and give an idea in 
abstract of the type of operative procedure 
one might employ. We shall not enter into the 
technical considerations. 

Most patients with free perforation of a 
cecal diverticulum, or, more commonly, a sig- 
moidal diverticulum, are operated on with a 
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mistaken diagnosis of acute abdomen and of 
course usually of a ruptured appendix. Thus 
the surgeon usually is on the wrong side of 
the abdomen, has difficulty identifying the 
site of rupture and, in the few instances where 
| have seen it on the right side of the colon, 
| have not been able to demonstrate the diver- 
ticulum itself in a large inflammatory mass 
involving the cecum. Therefore it is necessary 
at times, where there is no fecal contamina- 
tion of the abdominal cavity (and this is the 
rule rather than the exception), merely to in- 
stitute drainage into the pelvis and left side in 
these cases. Some few of the perforations one 
can identify and suture, and at other times they 
can be capped with the omentum or with the 
fat on the adjacent bowel. 

When the surgeon is operating on the left 
side of the abdomen because of a perforation 
in the left side of the colon, he may employ 
exteriorization or obstructive resection if the 
perforation is high in the sigmoid. Unfortu- 
nately, under these circumstances there is so 
much fixation because of the inflammatory 
process that exteriorization cannot be done 
when the patient is operated on as an acute 
emergency. 

When drainage is employed and a fecal fis- 
tula does not result, one can await develop- 
ments and decide subsequently whether or not 
resection is indicated. 

I would warn you against surgical interven- 
tion in cases, again with acute infection and 
abscess formation, where the process remains 
localized. Many of these lesions, even with a 
purulent accumulation, will rupture spontane- 
ously into the bowel lumen itself, with com- 
plete relief of symptoms over a period of time 
so that subsequent operative treatment can be 
done electively. However, if fever persists be- 
yond a few days and the mass persists, with 
or without obstruction, one should operate. 
employing a lateral approach to the sigmoidal 
area, coming into the side of the mesentery. 
and draining the area extraperitoneally. 

Most patients with diverticulitis have some 
obstruction at one time or another. Usually 
one can relieve it with conservative medical 
management, and I can assure you from some 
harrowing experiences that one is much better 
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off not to approach them surgically during an 
intense inflammatory reaction. 

If the obstruction is moderately severe, the 
small intestine should be intubed and enemas 
given from below, and at times even intuba- 
tion of the lower bowel can be done, as for 
volvulus. If relief of the obstruction does not 
follow these measures, however, some type of 
proximal drainage is necessary, and in nearly 
all such instances it will be necessary to do 
some subsequent elective resection; therefore, 
one should be out of the operative field as it 
will be used later. For this reason it is best 
to employ the right colon, ascending colon or 
right half of the transverse colon for a com- 
pletely diverting colostomy. 

A number of surgeons have felt that with 
the use of antibiotics and blood and with in- 
creasing experience a primary resection can 
be done in the presence of obstruction, of a 
larze inflammatory mass. This is possible in 
lesions high in the sigmoid or descending 
colon, but it is certainly unwise where one 
needs to do a low anastomosis in the pelvis. 

Where drainage has been instituted for ab- 
scess, again Dr. Morton called attention to the 
persisting fistula not only from the small bowel 
but from the abdominal wall and the sigmoid 
itself, where these fistulas usually occur. In 
the absence of obstruction, it is possible to 
do a one stage resection irrespective of the 
amount of reaction and fibrosis in this area: 
previously, most of us employed a two stage 
removal including initial colostomy. 

We are wise to advise surgery for a_pa- 
tient with diverticulitis without other com- 
plications, such as obstruction or abscess, 
when that patient begins to have bladder symp- 
toms—urgency, bladder discomfort and low 
pelvic discomfort—without waiting for the 
late and serious complication of rupture into 
the bladder. A two stage operation usually is 
required when sigmoidovesical fistula occurs. 
and here again, in doing a completely divert- 
ing colostomy, one should usually employ the 
right half of the transverse colon. If there is 
no question relative to the possibility of malig- 
nancy, one can then wait three to six months 
before doing the elective resection. At times it 
is necessary to drain the bladder suprapubical- 
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ly where a large opening exists between these 
two structures. 

The largest increase in cases for which oper- 
ative treatment of diverticulitis is now indi- 
cated has been for patients with intractable 
symptoms. Many persons without obstruction 
have recurrent attacks of pain and discomfort 
in the left lower quadrant, attacks which are 
not completely incapacitating but are suffi- 
ciently troublesome, so that if an operation 
can be done with relative safety it is certainly 
justified. It is in this group that most of us 
who are interested in intestinal surgery be- 
lieve a much broader indication for surgical 
resection exists. 

In distinguishing between diverticulitis and 
malignancy, the most serious problem of all, 
we depend almost entirely on the radiologist, 
as Dr. Schiff pointed out and Dr. Morton im- 
plied. Dr. Morton has carefully outlined the 
important points in this differentiation. But 
if the radiologist is still uncertain and if re- 
peated examinations over a period of two to 
four weeks show a persisting interference with 
the caliber of the lumen without demonstrable 
mucosal pattern throughout the entire area of 
narrowing, then operation should be done. As 
Dr. Lahey pointed out, where the surgeon is 
in doubt at operation, he can do a more or 
less local resection, hand the specimen to the 
pathologist and decide at once, on the basis 
of the pathologic report, whether to go on and 
do a more radical procedure. 

Except for this approach to the problem, 
the surgeon must decide preoperatively, with 
the help of the radiologist, what type of pro- 
cedure to do, since at operative exploration 
one has very little further information on 
which to base a diagnosis of malignancy un- 
less definite spread has occurred. 

I am going to disagree with Dr. Schiff with 
respect to massive hemorrhage in diverticulo- 
sis, and | would warn you about accepting 
the indication of hemorrhage. We see massive 
hemorrhage at times, but infrequently, in di- 
verticulitis; we see bleeding in diverticulosis, 
but not massive hemorrhage. When we en- 
counter massive intestinal hemorrhage we are 
very apt to consider it of some other origin, 
even though diverticulosis or even diverticu- 
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litis exists. The commonest cause of the type 
of blood seen coming from the lower gastro- 
intestinal tract is bleeding from the ileocecal 
region due to another inflammatory lesion— 
such as regional ulcerative ileitis or ileocolitis. 

Dr. Morton called attention to other lesions. 
One which we have encountered and have 
confused with diverticulitis is nonspecific re- 
gional cicatrizing colitis, another inflamma- 
tory lesion similar to regional enteritis but 
occurring in the colon. We have had 9 or 10 
cases of this lesion, which presents great diffi- 
culty in differentiation from either inflamma- 
tory or malignant lesions; this can be done 
only by operation and removal. 

One of the factors that has permitted more 
extensive operative procedures when diver- 
ticulitis demands resection is a technical point 
in dealing with various portions of the colon. 
By obtaining adequate mobility of the splenic 
flexure, mobilizing the entire left colon, one 
can bring down the transverse colon as low as 
necessary in these cases. 

Where there has been previous operative 
interference or where there is extensive diver- 
ticulitis, the main danger is from a small in- 
testinal fistula or an injury to the left ureter. 
In some cases of diverticulitis, despite the ad- 
juvants of antibiotics and blood and other fac- 
tors, it will still be necessary to employ stage 
operations. 

I have been impressed with the number of 
patients who have been referred (and I have 
never before seen attention called to it as 
clearly as Dr. Morton has done) relative to 
the differentiation of diverticulosis, particu- 
larly those cases in which the diverticula are 
filled with feces, and polyposis. We have had 
a number of patients referred with a diagnosis 
of diffuse intestinal polyposis who actually had 
diverticulosis of this type. Fortunately, except 
for differentiation from malignancy, the diag- 
nosis usually does not present any unusual 
problems. 


Questions and Answers 


DR. CATTELL: Dr. Schiff, will you please 
comment on the frequency of urinary bladder 
symptoms in association with diverticulitis? 

DR. SCHIFF: As Dr. Cattell pointed out, di- 
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verticulitis may be the forerunner of a. sig- 
moidovesical fistula, agree with him that 
surgical intervention is indicated when uri- 
nary symptoms are prominent such cases 
and no other explanation can be found. 

pk. CATTELL: Dr. Morton, is x-ray evidence 
always present in diverticulitis? 

pk. MORTON: Yes, [think in all cases of 
acute diverticulitis there will be some x-ray 
signs. Sometimes it is a little difficult to make 
the diagnosis of diverticulitis; one may find 
an obstruction or marked bowel irritability. 

pk. CATTELL: Is there any danger ad- 
ministering a barium enema to a patient with 
acute diverticulitis? 

bk. MORTON: Very definitely, One must be 
very careful. [fa patient has acute diverticu- 
litis and no obstruction and a mass, one should 
lemporize and have the medical men treat it; 
then, when the process abates, give an enema 
carefully. Tlave the barium solution or sus- 
pension somewhat thinner than usual. Avoid 
any undue palpation over the sigmoid: vis- 
ualize the bowel more by positioning than by 
palpation. The procedure requires a great deal 
of care, but, as is often the case in medicine, 
one must weigh the hazards against the bene- 
fit the patient may derive when the diagnosis 
is made. | would say it is better to treat a 
really acute diverticulitis without obstruction 
medically for a few days before doing an x-ray 
examination; then use thin’ barium and be 
very careful. Under those cireumstances it is 
satisfactory. 

DR. CATTELL: Have you ever seen barium 
run into the free peritoneal cavity? That is 
what one is afraid of, 

pR. MORTON: LT have never seen it, but Lam 
always looking for it. 

pk. CATTELL: We have seen it in patients 
without diverticulitis in whom a diverticulum 
has perforated following injection of barium, 
just as we have seen three patients who had 
perforation of a diverticulum of the descend- 
ing colon during colostomy irrigation after 
abdominoperineal resection. 

pr. scHIFF: Do you ever miss a diverticu- 
lum? That is, let us forget about acute diver- 
ticulitis for a moment. How often does the 
roentgenologist fail to show diverticula? 
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pk. MORTON: There are several points to be 
considered in that respect. One cannot get 
enough barium into a diverticulum that. is 
filled with feces to show it, and possibly the 
diverticulum may be hidden behind the bowel 
somewhere — but usually you rotate the patient 
back and forth. | do not think any appreciable 
number of diverticula are missed. There is 
always a question, when one gets over in the 
right half of the colon, in distinguishing be- 
tween a very deep haustral marking and a 
cecal diverticulum or something like that, but 
usually when the plates come through it is not 
too much of a problem even though the fluoro- 
scopic appearance may have been equivocal. 

pr. scumer: Would you hesitate to make a 
diagnosis of diverticulitis in the absence of 
demonstrable diverticula? 

pk. MORTON: Yes, | would go along with 
Dr. Cattell and call it sigmoiditis or regional 
colitis or something like that. Before one 
makes a diagnosis of diverticulitis one must 
be able to demonstrate diverticula. 

pk. SCHIFF: Yet you might be dealing with 
diverticulitis diverticula might) not be 
demonstrable. 

pk. MORTON: If there are enough diver- 
ticula for diverticulitis to be present, some of 
them are going to stay around and be filled 
with barium. 

DR. CATTELL: Is there always a history of 
constipation in diverticulosis? 

pr. scuier: Not always, but in most cases. 

DR. CATTELL: In treating diverticulosis, Dr. 
Schiff gives the patients a lot of mineral oil 
to keep filling up those pouches. | would think, 
and it is the belief of my associate, Dr. Sara 
M. Jordan, that we should keep a firm stool at 
all times rather than a liquid one. You want a 
free interchange and free play of fecal mate- 
rial into and out of the diverticulum, is that 
right? 

pr. scuike: That is right; but it is usually 
when the stool hardens in the diverticulum 
that it is apt to exert some traumatic effects. 

DR. CATTELL: Dr. Morton, would you out- 
line the best preparation for x-ray studies of 
the colon. 

DR. MORTON: For a proper examination the 
colon should be empty. Saline purgatives and 
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cathartics work by filling up the bowel with 
water. Patients seldom get rid of that water 
entirely, and when one administers the barium 
enema a lot of fluid is encountered in the bow- 
el. Therefore, | would not recommend the 
saline purgatives. In my opinion, drugs such 
as castor oil and licorice powder are much 
more satisfactory, but they are difficult for the 
patient. Of course, one must be very careful 
not to give these patients too drastic purga- 
tion, and we want to make a diagnosis with 
the least possible difficulty to the patient. We 
are not looking for small polyps or anything 
like that, and | would compromise in such 
situations. But for examination of the colon 
in an average healthy adult, one could use 
144 or 2 oz. of castor oil. Good old-fashioned 
compound licorice powder, | 0z., is a good 
way of cleaning them out, but there is no ideal 
method of cleaning out the colon prior to 
examination, 

pR. CATTELL: Do you like tannic acid? 

pk. MORTON: Yes, but the technicians do 
not. It spots their clothing and is messy. It 
has advantages for after-evacuation films. 

DR. CATTELL: Someone in the audience be- 
lieves as | do, Dr. Schiff; the question is, 
Does mineral oil prevent vitamin absorption? 

pR. SCHIFF: | presume there are some who 
share my belief, and some who do not, that 
the absorptive effects of mineral oil as far as 
the fat-soluble vitamins are concerned have 
been largely exaggerated. | suppose it can 
happen, and when a patient has been taking 
mineral oil for a long period one might give 
him some fat-soluble vitamins in supplemen- 
tary form. | think the patient should take the 
oil at night to minimize such a possibility. 

bR. MORTON: Take the mineral oil at night? 

bR. scHIFF: The last thing at night, with as 
long an interval as possible between the last 
meal and the ingestion of the oil. 

DR. CATTELL: | am going to ask Dr. Alton 
Ochsner to come up and help us answer some 
of these questions. 

Dr. Morton, would you do a barium enema 
study before a sigmoidoscopic examination? 

DR. MORTON: No. 

DR. CATTELL: You mean from now on? 

DR. MORTON: No, I very definitely feel that 
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sigmoidoscopic examination comes first and 
the examination by barium enema comes sec- 
ond. | say that for this reason: So often 
the sigmoidoscopic examination may disclose 
small polyps or something like that, in which 
case special procedures may be necessary in 
examining the colon. So | would strongly ad- 
vocate proctoscopic examination first and a 
barium enema later. 

DR. CATTELL: If the radiologist did not have 
to make a living, he would, | am sure, prompt- 
ly send the patient back to his referring physi- 
cian and say, “Do the sigmoidoscopic first,” 
but the patients never come back—that is the 
difficulty. 

DR. MORTON: You mean the proctoscopists 
treat them so roughly. 

DR. CATTELL: Dr. Ochsner, when diverticu- 
losis involves all of the left colon, is it neces- 
sary to remove it all in cases of diverticulitis 
of the sigmoid? 

DR. ALTON OCHSNER: Yes, I think so. Until 
recently I felt if one simply removed the sig- 
moid that was sufficient, and thai is the pro- 
cedure which | did. We have seen enough 
recurrences now so that | believe one should 
remove all of the left colon and anastomose 
the transverse colon to the rectum. 

pk. MORTON: What if the diverticula are 
on the right side? 

DR. OCHSNER: If they are on the right side, 
I think one can disregard them, because by 
removal of the left colon, inspissation of feces 
will be prevented and the right colonic diver- 
ticula will not be of any significance. 

DR. CATTELL: It is a pretty radical opera- 
tion to do a subtotal colectomy with anastomo- 
sis of the ileum to the rectosigmoid for a be- 
nign lesion. Do you feel that should be done? 

DR. OCHSNER: Yes. 

DR. CATTELL: It would seem to me that in a 
case of moderate diverticulosis of the descend- 
ing colon in which, at operation, after you 
have dropped the splenic flexure and mo- 
bilized the left colon, you see an area free of 
diverticula, it is perfectly safe to do an anas- 
tomosis in that area. But Dr. Ochsner, I am 
sure, has the fear that we all have, that if you 
do an anastomosis through an area of diver- 
ticula you are going to have a fistula. 
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DR. OCHSNER: Oh, yes. 

DR. MORTON: Have you any thoughts on 
why one finds diverticulitis in the sigmoid and 
not in the descending colon? 

DR. CATTELL: | cannot answer that. | have 
a theory about it, but you already have told 
us pretty well about it, and so has Dr. Schiff. 
He says if you can get them emptying they 
will not have complications. 

The question has been asked, Have you ob- 
served the mouths of diverticular openings in 
sigmoidoscopic examinations? The answer is, 
of course, yes. 

DR. SCHIFF: How often? 

DR. CATTELL: | have seen many of the 
openings with inflation. If you do not use 
much inflation you will not see them. That 
raises the question that was added: How low 
do you see diverticula? It is quite unusual to 
see diverticula or diverticulitis below the pel- 
vic-peritoneal reflection, which is very fortu- 
nate for the surgeons who have to tackle it 
deep in the pelvis. But | would like to report 
a recent experience concerning diverticulitis 
of the rectum. I saw a man with an ulcerating 
lesion 31% in, from his anal sphincter on the 
anterior wall that was perforating into the 
seminal vesicle and against his prostate. | took 
a biopsy and it was negative. Clinically it 
was carcinoma of the rectum, so I took an- 
other biopsy and that was negative. We did 
an abdominoperineal resection, removing the 
seminal vesicle on one side and the capsule of 
the prostate and part of the prostate. In spite 
of the appearance of the lesion, this was diver- 
ticulitis, the first such case I had seen, oc- 
curring well below the pelvic-peritoneal re- 
flection and perforating into the prostate and 
vesicles, just as with carcinoma. 

Dr. Ochsner, have you seen a situation like 
that? It is a very embarrassing one. 

DR. OCHSNER: No, but I would like to an- 
swer the question about how frequently one 
can see these diverticular openings on sig- 
moidoscopic examination. I think one can see 
them in almost every instance if one looks. 

DR. CATTELL: You have very good eyesight. 

DR. SCHIFF: | hate to say this, but I have 
seen only one diverticulum myself on procto- 
sigmoidoscopic examination. 
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DR. CATTELL: We ought to discuss hemor. 
rhage in these cases a little more. I can re. 
member a man weighing 265 lb. who entered 
the hospital with massive hemorrhage. He was 
shown to have diverticulitis and had an ex. 
teriorization of the bowel, and then bled just 
as viciously as he did before from the proxi- 
mal bowel, and he had no bleeding from his 
diverticulitis. He had what I referred to ear- 
lier, an ulcerating enteritis in the ileocecal 
valve, just a small area. Resection of the right 
colon and terminal ileum provided relief. 

Dr. Ochsner, what has been your experi- 
ence with massive hemorrhage in conjunction 
with diverticulitis? 

DR. OCHSNER: I realize a good deal of con- 
troversy has surrounded the question whether 
or not diverticulitis or diverticulosis ever is 
the cause of massive hemorrhage. | believe it 
is. However, this is difficult to prove. The only 
way one can prove it is to exclude any other 
lesion which might be responsible for the 
bleeding, then excise the area of diverticulo- 
sis and have no recurrence of bleeding. That, 
of course, is not absolute proof. The only ab- 
solute proof is to find on sigmoidoscopic ex- 
amination, as we have in two instances, bleed- 
ing from a diverticulum. That is extremely 
unusual. The other presumptive evidence is 
the finding of a diverticulum filled with blood; 
this also is unusual. Generally we have relied 
on the fact that a patient has not bled after 
excision of the area affected by diverticulosis. 

DR. SCHIFF: | saw a case last year of mas- 
sive bleeding from the rectum in a_ patient 
with many diverticula and with diverticulitis 
of the sigmoid in whom, at postmortem exam- 
ination, the bleeding was found to come from 
a vessel in one of the appendices epiploicae. 
Recently | suppose you have seen the report 
from Peter Bent Brigham Hospital of four 
cases of massive hemorrhage in a little more 
than 100 cases of diverticulitis. | think if a 
patient has diverticula, particularly diverticu- 
litis, and massive rectal hemorrhage and you 
cannot find any other cause such as polyposis. 
then the diverticula should be considered the 
source of the bleeding. Would you agree with 
the statement that massive hemorrhage is rare 
in colonic cancer, Dr, Ochsner? 
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DR. OCHSNER: Yes. 
pR. SCHIFF: So that under those circum- 
stances the patient should be explored. Would 


~ you agree with that? 


pR. OCHSNER: I would. 

DR. CATTELL: | would agree with that, too. 

Not many of these patients with diverticu- 
losis are going to be operated on, and so what 
do you do after you have discovered the con- 
dition and treated them—what follow-up, if 
any, is indicated in diverticulosis? 

pr. SCHIFF: I still treat them as I said be- 
fore; | want to keep their stools soft and treat 
them symptomatically. 

DR. CATTELL: Are there any steps that one 
can take to prevent an increase in the number 
of diverticula, once diverticulosis has already 
developed? 

pr. SCHIFF: | do not believe so, and I think 
the panelists will agree that as one grows 
older, more diverticula are likely to develop. 

DR. CATTELL: No question about it. 

Dr. Ochsner, here is a question: Given an 
abscess formation on the medial aspect of the 
sigmoid, to drain it extraperitoneally do you 
open through the mesentery? 

DR. OCHSNER: I do not see how one could 
drain it extraperitoneally if it were medial. It 
would seem to me it would have to be drained 
transperitoneally unless it were in contact with 
the anterior parietes. 

DR. CATTELL: Things are pretty well walled 
off and good immunity is established. 

DR. OCHSNER: Certainly one should not con- 
taminate any more of the peritoneum than is 
necessary. 

DR. CATTELL: How do you differentiate be- 
tween regional spasm of the lower bowel and 
other obstructive lesions, Dr. Morton? 

DR. MORTON: Regional spasm will relax, 
sooner or later; an organic stricture will not. 
DR. SCHIFF: Do you ever use amyl nitrite? 

DR. MORTON: No. I really do not have much 
trouble; | keep working with the patient, talk 
to him, keep the enema running, and the 
spasm will relax sooner or later. 

DR. CATTELL: | would like to sound out the 
panel regarding their opinion on the rela- 
tionship between carcinoma and diverticuli- 
tis. Is it more than a casual relationship? 
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DR. OCHSNER: | doubt that it is. At one time 
I thought so, but not now. The important 

thing for all of us to remember is that one 
cannot be sure that a patient with a bowel 
lesion which appears to be inflammatory may 
not have a coexisting neoplasm. I do not be- 
lieve the two are related; I think the one is 
coexistent with the other, and we should not 
be lulled into a false sense of security and 
believe a lesion is non-neoplastic when it 
might be carcinoma. 

DR. SCHIFF: I feel as Dr. Ochsner does, and 
if there is a question as to whether one is deal- 
ing with a carcinoma or diverticulitis, that in 
itself is an indication for surgery. I would 
like to ask these two distinguished surgeons 
if they ever have had trouble differentiating 
these two lesions at surgery? 

DR. CATTELL: I have already answered that. 

DR. OCHSNER: Well, I certainly have. 

DR. CATTELL: In other words, he is imply- 
ing that we do not know what we see on ex- 
ploration; the decision must be made preoper- 
atively from x-ray studies. 

Dr. Morton already has expressed himself 
relative to the relationship between cancer and 
diverticulitis. 

DR. MORTON: That is right. In certain cases 
the radiologist just cannot tell the difference— 
he has to put the onus back on the surgeon. 

DR. CATTELL: How often can you feel, by 
digital rectal examination, diverticulitis with 
narrowing and partial obstruction? The only 
one I have ever felt is the one I have already 
mentioned, but in many cases of diverticulitis 
there is a redundancy of the sigmoid falling 
down in the pelvis and you feel a mass, but 
you cannot feel a narrowing in the lumen. 
Do you agree? 

DR. OCHSNER: Yes, I would agree. 

DR. SCHIFF: Yes. 

DR. CATTELL: Why do diverticula fill easier 
when barium is given by mouth than when it 
is given by enema? 

DR. MORTON: I suppose they have a little 
more time to fill. The enema is just going by, 
whereas by mouth there is a longer time for 
the barium to get in there. 

DR. CATTELL: That is about as good an an- 
swer as any. 
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pr. MORTON: Do you know any better? 

DR. CATTELL: | wouldn't want to answer. 

Dr. Ochsner, does membranous colitis have 
any relation to diverticulitis? [| imagine what 
the questioner referred to is the membranous 
enterocolitis associated with antibiotic therapy. 

pR. OCHSNER: | do not think there is any 
relationship whatsoever. 

DR. CATTELL: A patient known to have had 
diverticulitis for the past 10 years had one 
attack with partial obstruction and now has 
been free of pain for three years. How often 
should her colon be x-rayed? (1 was sure that 
before we were through we would get one of 
the curbstone consultations.) Dr. Morton? 

DR. MORTON: How old is she? 

pr. CATTELL: We didn’t get a full history. 

pr. MORTON: Tf she is in the 60 to 65 year 
age group and is asymptomatic, every six to 
nine months would be safe. | see no point in 
doing it oftener than that. 


pR. CATTELL: Dr. Ochsner, is there any evi- 
dence that the use of the Papanicolaou smear 
is of value in differentiating these lesions? Dr, 
Morton said that where one could not fill the 
lumen of the colon for x-ray studies we have 
no means of establishing a diagnosis. 

pR. OCHSNER: We have tried the Papanie- 
olaou smear in a number of instances, but 
in our hands it has not been very successful 
in these cases. | want to emphasize that we 
are great admirers of the Papanicolaou tech- 
nic, particularly in bronchogenic carcinoma. 
Our pathology department places great reli- 
ance on the cytologic study, but it has not 
been of value to us in lesions of the colon, 

pR. MORTON: Did you take the smears 
through the sigmoidoscope ? 

DR. OCHSNER: Yes. 

DR. CATTELL: We have enjoyed this discus- 
sion and | have appreciated having my col- 
laborators on the panel. 
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Drug Therapy in 
Hypertension 


The problems of the management of essential and ma- 
lignant hypertension will be discussed. Great advances 
have been made in the past 10 years but treatment is 
still far from satisfying. With the ability to lower arte- 
rial pressure in many patients, the problem of hyperten- 


sive vascular disease is becoming the dominant one. 
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CLINICAL STUDY 


Dyclonine Hydrochloride: A New 
Topical Antipruritic Agent 


WM. J. MORGINSON, C. O’NEAL RICH, Y. D. ESKELSON, 
LEWIS W. KIRKMAN, MANLEY UTTERBACK, 
ARTHUR M. BURTON AND JOHN M. COLETTI® 


University of Utah, Salt Lake City 


Prourirus is a symptom which has many 
facets; to the patient, only one is important 
relief from itching. The search continues for 
an antipruritic agent superior to those cur- 
rently available. Every chemical which may 
possess antipruritic and anesthetic properties 
deserves immediate eval- 

uation to determine im- 


Pharmacology' 


Dyclonine hydrochloride is the generic 
term for 4-n-butoxy-beta-piperidinopropiophe- 
none hydrochloride, with the following struc- 
tural formula: 


CH.CH, 
2 
CH. HCl 
2 


proved effectiveness and 


CH, CH.CH.CH.O¢ 
= 


possible general clinical 


adoption, Particularly aft- 

er a new preparation is 

shown to be nontoxic, not a primary irritant 
and not a potential sensitizer, clinical use by 
pilot groups of investigators is necessary for 
preliminary recommendations. 

Our group presents herein its clinical stud- 
ies and conclusions on dyclonine hydrochlo- 
ride, synthesized in the Pitman-Moore Re- 
search Laboratories and furnished by them as 
a topical cream under the registered trade 
name of CREME DYCLONE®., 

*Division of Dermatology, Department of Medicine, College of Medi- 
cine, University of Utah, Salt Lake City, Utah. 


This study was supported by a research grant from the Pitman-Moore 
Company, Indianapolis, Indiana. 
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CH.CH, 


It is a white, crystalline powder, soluble at 
a 2 per cent concentration in water, at a 
slightly acid pH, and is relatively stable in 
aqueous solution. Dyclonine was supplied for 
our use as a 1.0 per cent concentration in a 
nonionic vanishing cream vehicle of the fol- 
lowing composition:* 


Dyclonine 1.0 per cent 
Stearic acid — 18.0 per cent 
Polyethylene glycol 1000 monostearate .. 8.0 per cent 


Polyethylene glycol 400 monostearate 
Beeswax (white) . 2.0 per cent 
Hydrous chlorobutanol . 0.3 per cent 
Distilled water ... 


. 5.0 per cent 
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TABLE 1 


Proverties oF Creme DycLoNe 
(1 Per Cent Dyctonine 


DIAGNOSIS 


1. Pruritus ani (natal cleft dermatitis) 
2. Dermatitis venenata 

3. Lichen simplex chronicus 

. Serotal and perineal dermatitis 

. Stasis (crural) dermatitis 

6. Atopic dermatitis (infantile eczema) 
. Neurogenic dermatitis (disseminated) 
8 Hand dermatitis (housewife’s dermatitis) 
9, Pruritus ani and vulvae 

10. Nummular dermatitis 

Il. Seborrheic dermatitis (glabrous skin) 
12. Lichen planus 

13. Antecubital and popliteal dermatitis 
14. Dry skin pruritus 

15. Nuchal dermatitis 

16. Psoriasis, pruritic 

17. Herpes zoster 

18. Otitis externa 

19. Dermatitis herpetiformis 

20. Erythema solare 

21. Pityriasis rosea 

22. Aphthous stomatitis 

23. Granuloma fungoides 

24. Hydroa aestivale 

5. Kraurosis vulvae . 

26. Herpes simplex 

27. Roentgen-ray dermatitis 

28. Eyelid dermatitis 

29. Leukoplakia (lip) 

30. Impetigo contagiosa 

31. Hidradenitis suppurativa 


TOTALS 


NUMBER CLINICAL RESULTS 
CASES Good Failure Adverse Reactions 
26 19 7 0 
23 14 9 2 
23 ¥{ 6 0 
15 13 2 0 
12 6 6 l 
12 | 4 ‘ l 
12 | 4 l 
12 5 0 
9 6 3 | 
9 5 4 0 
9 2 7 0 
9 2 z 0 
7 2 5 2 
6 i 2 0 
5 5 0 0 
5 3 2 0 
0 0 
1 2 2 0 
3 I 2 0 
3 2 l 0 
2 | 0 
1 0 l 0 
1 0 l 0 
1 0 l 0 
l 0 | 0 
l 1 0 0 
0 0 
1 0 1 0 
l 0 l 0 
222 127 (57%) 95 (439%) 8 (3.6%) 


We were also furnished with the vehicle 
without dyclonine for comparative studies. 

This creme is reported to be compatible 
with sulfur, salicylic acid and benzoic acid, 
but, since dyclonine is the salt of a mild base 
with hydrochloric acid and mildly acidic in 
nature, anything incompatible with mild acids 
would be incompatible with Creme Dyclone.* 
Further studies will be made. 


Summary of Previously Reported 

Studies on Dyclonine 

Pharmacodynamic studies by various in- 
vestigators with dyclonine hydrochloride* 
may be briefly summarized as follows: 

1. It did not appreciably reduce arterial 
blood pressure in dogs. 
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2. There is no parasympatholytic action 
and dyclonine has no cholinergic properties. 

3. No evidence was observed of serious 
systemic untoward toxic effects in man. 

4. In animals, topical and local anesthetic 
studies indicated good anesthesia with no ir- 
ritation. 

5. In man, topical application of dyclonine 
by other investigators in several hundred pa- 
tients rapidly relieved itching and pain in in- 
flamed, excoriated and broken lesions on mu- 
cous membranes and skin, producing complete 
scleral and corneal analgesia. Applications in 
urologic procedures proved satisfactory. 

6. Studies indicate that solutions of dyclo- 
nine in vitro possess bactericidal and fungi- 
cidal properties and are self-sterilizing. 
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Clinical Evaluation of Dyclonine 


Our group studied the clinical action of 
dyclonine hydrochloride in the form of Creme 
Dyclone on patients from the outpatient serv- 
ice, Salt Lake General Hospital, and in our 
private practices. Protocol sheets were printed 
especially for this study to insure uniform re- 
ports. Detailed dermatologic and general his- 
tories were recorded, noting particularly the 
eflects of previous medications for comparison 
with Creme Dyclone. Progress notes empha- 
sized the subjective response of the patients, 
particularly relief from itching and pain, and 
the general reaction to the medication. We 
were interested objectively in changes in the 
lesions, possible irritating reactions, allergic 
sensitivities and possible antimicrobial action 
and healing properties in addition to the anti- 
pruritic and anesthetic effects. 

Creme Dyclone was used by 222 patients 
representing various regional areas of derma- 
titis and several dermatoses (table 1). As a 
patient’s report concerning relief from a sub- 
jective symptom cannot be dogmatically and 
accurately measured, our observations are re- 
corded as an estimation of “good” and “fail- 
ure.” In the total picture, Creme Dyclone 
proved effective in controlling pruritus in 57 
per cent of the patients observed and ineflec- 
tive in 43 per cent. In agreement with previ- 
ous investigators,® dyclonine proved most ef- 
fective as an antipruritic agent in dermatoses 
presenting inflamed, excoriated and broken 
surfaces. The relief from pruritus was rapid 
in onset and usually prolonged over a period 
of several hours. An appreciable number of 
patients returned time after time to replenish 
their supply. While 57 per cent is not a too 
impressive figure for successful relief of pruri- 
tus, it did seem to represent satisfaction to 
the patients in whom it was successful in com- 
parison with many previously used agents. 

Paired studies were performed on 33 pa- 
tients using Creme Dyclone and the vehicle 
without dyclonine. In every instance, Creme 
Dyclone produced relief from itching whereas 
no relief was experienced from the vehicle. 

Creme Dyclone was a satisfactory analgesic 
dressing following cauterization and curette- 
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ment of plantar warts in four patients. One of 
our contributing physicians applied Creme 
Dyclone to his own tongue for relief of dis- 
comfort due to lichen planus and experienced 
good anesthetic effects. 

Dyclonine apparently has no effect on der- 
matoses except for relief from pruritus. We 
observed no subsidence of inflammation, re- 
gression of vesiculation or stimulation of epi- 
thelization. There was no apparent reduction 
in bacterial or fungous flora. This leads us to 
conclude that the position of dyclonine in our 
armamentarium will be that of an antipruritic 
used in combination with other management. 
It is anticipated that Creme Dyclone will 
prove an important antipruritic vehicle for the 
incorporation of antiseptic, antifungal and 
keratoplastic agents. 

We observed a total of eight possible ad- 
verse reactions in 222 patients treated. Their 
objective dermatitis and subjective discom- 
fort increased in severity while Creme Dyclone 
was being applied. It is difficult to decide 
whether these exacerbations were caused by 
the creme or occurred in spite of the creme. 
Patch tests on these eight patients were nega- 
tive. We saw no sign of toxic reactions to dy- 
clonine or production of allergic sensitivity. 


Addendum 


Since submission of our article for publica- 
tion, Shelmire and his co-workers* have re- 
ported the results obtained with dyclonine on 
200 patients to be: excellent, 56.5 per cent; 
good, 28 per cent; failure, 15.5 per cent. 
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CLINICOPATHOLOGIC CONFERENCE 


Report From Veterans Administration Hospital, Hines, Illinois 


Case Report 


Parnovocist: A 40 year old white man en- 
tered the hospital complaining of difficulty in 
breathing, severe paroxysms of coughing, and 
swelling of the ankles. He said he had not 
been well since his discharge from the Army 
seven years previously. He had served for six 
months and was given a medical discharge 
because of x-ray evidence of duodenal diver- 
ticulum and apical tuberculosis. 

His main difficulty in the past seven years 
had been stomach trouble, for which he took 
a bismuth preparation and other medicines. 
It was described as diffuse, sharp, cramping 
abdominal pain, usually occurring 15 minutes 
to an hour after meals and sometimes relieved 
by medication. Fried foods and cabbage were 
particularly aggravating. He had vomited oc- 
casionally but not in recent months. There 
was no history of hematemesis or tarry stools. 

About one and a half years before admis- 
sion the patient first noticed difficulty in 
breathing, which had increased in severity in 
the past six months. It was precipitated by 
exertion, such as climbing one flight of stairs. 
Two weeks before admission, nocturnal dysp- 
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nea developed and the patient said he used 
three pillows. He frequently would awaken 
with paroxysms of coughing and would have to 
sit erect for a few minutes in order to breathe 
comfortably. Three days before admission, 
swelling of the ankles developed and soon ex- 
tended as high as the knees. 

His occupation is listed as loader. He did 
not have overseas military service. He denied 
using alcohol but said he smoked a pipe. There 
was no history of operations or injury. On in- 
ventory of symptoms the patient mentioned oc- 
casional headaches and dizzy spells. He said 
he sometimes “sees a spot in front of the left 
eye.” He had not experienced night sweats, 
epistaxis or hemoptysis, but mentioned occa- 
sional episodes of left cervical pain associated 
with dizziness. 

Physical examination—The patient was well 
developed, about 69 in. in height and weighed 
about 144 lb. His temperature was 98.8° F. 
His pupils reacted well to light and accom- 
modation. The eyegrounds showed retinopa- 
thy with hemorrhages, some exudates and 
arteriovenous compression. The eyes, ears. 
nose, mouth and throat were normal. Cervical 
adenopathy was not present, nor was the thy- 
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roid enlarged. The neck veins were moderate- 
ly distended. 

The chest was symmetrical, with equal ex- 
pansion bilaterally. The lung fields were clear 
to palpation and percussion, Moist crepitant 
rales were heard in the bases posteriorly. The 
apex beat of the heart was visible in the left 
sixth interspace at the anterior axillary line. 
The heart was enlarged to the left on percus- 
sion. Auscultation revealed a gallop rhythm, 
an apical rate of 118 and heart tones of fair 
quality and intensity. Murmurs were not heard. 
The pulmonary second sound was louder than 
the aortic second sound. Blood pressure was 
210/126. 

The abdomen was rounded, with no tender- 
ness or rigidity. The liver margin was three 
fingers down, smooth, firm and nontender. A 
hard, firm, smooth mass about 10 em. in diam- 
eter was felt in the left upper quadrant and 
was considered as possibly spleen or kidney. 

There was a 3 plus pitting edema of the 
legs and feet. Pathologic reflexes were not 
elicited. 

Laboratory findings—On admission the red 
blood cell count was 4,180,000, hemoglobin 
12.5 gm., white blood cell count 11,300 with 
67 per cent neutrophils and 32 per cent 
lymphocytes. Serologic tests were negative. 
The urine showed a specific gravity of 1.006, 
albumin 2 plus, no sugar, and 4 white blood 
cells and 8 red blood cells per high power 
field, with occasional hyaline casts. 

A week later the red blood cell count was 
4,300,000, and the white blood cell count 15.- 
050 with 72 per cent neutrophils and 28 per 
cent lymphocytes. Ten days after admission 
a urine dilution-concentration test showed a 
specific gravity of 1.010 in all five specimens. 
Microscopic examination of urine at this time 
revealed 10 white blood cells and 200 red 
blood cells per high power field. 

An electrocardiogram three days after ad- 
mission showed sinus rhythm, auricular and 
ventricular rates of 90. The transverse cardiac 
diameter measured approximately 12 per cent 
above normal. Considerable fullness was noted 
in the hilar shadow with streaking densities 
extending chiefly out from the left. There was 
fullness in the upper left heart border. The 
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lung markings were accentuated throughout. 
Sternal puncture revealed an essentially nor- 
mal marrow. 

Hospital course—The patient was treated 
with digitoxin, ammonium chloride, mercap- 
tomerin sodium, and sedatives. The day after 
admission, venous pressure was 14 cm, and 
the dehydrocholic acid circulation time 15 sec- 
onds. Excellent diuresis was obtained and the 
patient’s general condition appeared to im- 
prove in the first four or five days. The pulse 
slowed to 96 on the third day and to 88 on the 
fourth day, and remained regular. The lungs 
were described as clear on the fourth day, and 
the ankle edema had disappeared. During the 
following week his condition remained static 
and he felt quite comfortable. 

On the eleventh hospital day, occasional 
extrasystoles were described. The twelfth, thir- 
teenth and fourteenth hospital days were all 
uneventful. Splenic biopsy was being consid- 
ered, but on the fifteenth hospital night tachy- 
cardia developed with a pulse rate of 120. 
Cyanosis appeared and the patient’s extremi- 
ties felt cold. Dyspnea became severe and he 
was placed in an oxygen tent. He gradually 
lapsed into coma. The next morning his blood 
pressure was 230/120, his pulse 92, full and 
regular. The patient remained unconscious and 
died at 7:15 p.m. on the sixteenth hospital 
day. Blood nonprotein nitrogen on the final 
day was 230 mg. per cent. 


Discussion 


DR. DAVID I. ABRAMSON: In summary, then, 
this 40 year old man had severe hyperten- 
sion of undetermined duration, although it 
probably was less than seven years, since the 
condition was not one of the causes for Army 
discharge. Evidently he got along fairly well 
despite his relatively heavy physical work un- 
til one and one-half years before admission, 
when symptoms of exertional dyspnea ap- 
peared, suggesting a reduction of left ven- 
tricular myocardial reserve. Before admission 
the patient also had nocturnal dyspnea, and 
then signs of right heart-failure in the form of 
edema of the extremities appeared. One must 
assume that he had essential hypertension and 
that its severity increased, resulting in some 
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reduction of his myocardial reserve. 

Physical examination confirmed the impres- 
sion of very severe hypertension with findings 
suggesting both right and left heart-failure, 
and severe involvement of the kidneys as in- 
dicated by their inability to concentrate or 
dilute the urine and by the finding of red 
blood cells in the urine—as many as 200 per 
high power field. The high nonprotein nitro- 
gen terminally would indicate the presence of 
a uremic state, at least at that end of the pa- 
tient’s illness. The eyeground findings would 
go with a malignant phase of hypertension. 

A number of findings require discussion. 
First, initial examination of the heart showed 
that the apex beat in the left sixth interspace 
was at the anterior axillary line and _per- 
cussion demonstrated that the heart was en- 
larged. However, an x-ray three days after ad- 
mission showed a heart shadow just outside 
the normal high limit of 10 per cent. It is 
possible that the heart was acutely dilated 
initially and after three days of effective ther- 
apy its size had decreased considerably. Sup- 
porting this is the fact that the patient’s physi- 
cal state improved markedly in the first 10 or 
11 hospital days. 

Another apparent discrepancy is the nor- 
mal dehydrocholic acid circulation time, 15 
seconds (which is high normal), the day after 
admission, when there were gross findings of 
severe congestive heart-failure. | do not know 
how to explain that. Landers and others have 
shown that under resting conditions a right 
ventricle with some impaired function still 
can take care of the venous return. If that is so, 
naturally the venous pressure will not increase, 
even though there are definite indications of 
congestive heart-failure, until such a heart is 
exposed to an increase in venous return, as 
occurs with even a small amount of exercise. 
It is possible that this patient had a low venous 
pressure, let us say around 5 cm., before signs 
of congestive heart-failure appeared, and that 
with congestive heart-failure the pressure rose 
above the original but never beyond the nor- 
mal spread. After all, his right heart-failure 
was only of short duration and responded very 
rapidly to cardiac therapy. 

Of interest in the physical findings is the 
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statement that initially the pulmonic second 
sound was louder than the aortic second sound. 
Ordinarily, in cases of severe hypertension 
such as this, one would expect the reverse. 
The most common evidence of increased pres- 
sure in the pulmonary circuit (hypertension 
of the lesser circuit) is an accentuation of the 
pulmonic second sound. In the presence of 
systemic hypertension, this finding generally 
indicates failure of the left ventricle; this cer- 
tainly was present here. Similarly, a gallop 
rhythm, which was noted, is a manifestation 
of left heart-failure. The exact mechanism re- 
sponsible for the gallop rhythm is not clear; 
it may possibly be due to an accentuation of 
the normal physiologic third sound or to audi- 
bility of the auricular contraction. 

It is of interest to consider the phases this 
man went through before he died. First was 
the onset of left heart-failure in the form of 
exertional dyspnea, and later paroxysmal noc- 
turnal dyspnea. The attacks of dyspnea while 
lying down represent more advanced left heart- 
failure. These attacks indicate a transient 
period of pulmonary edema due to transu- 
dation of fluid into the alveolar spaces as a 
result of the relative predominance of the nor- 
mal right ventricle over the weakened left 
ventricle. At times, when right heart-failure 
intervenes after left heart-failure has already 
existed, the pulmonary symptoms may be less 
marked, a finding which generally is related 
to the reduction in capillary pressure occur- 
ring with right heart-failure. Just why recum- 
bency and sleep initiate the nocturnal dyspnea 
again is not clear, although in the recumbent 
position the body fluids may shift from the 
abdomen and lower extremities to the lungs 
and, in the presence of a weakened left ven- 
tricle, bring about pulmonary engorgement. 
The diminished sensitivity of the nervous sys- 
tem during sleep presumably allows this en- 
gorgement to attain a higher degree than 
would otherwise take place. As you know. 
dreams, a full bladder, and coughing also may 
play a role in initiating nocturnal dyspnea. 

In this case, left heart-failure existed for 
some time before right heart-failure occurred. 
Ultimately, if the condition exists long enough, 
the right ventricle gives way and signs of stasis 
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appear. We should also bear in mind that with 
severe systemic hypertension the hypertro- 
phied intraventricular septum bulges into the 
lumen of the right ventricle, at times reduc- 
ing the cavity to a narrow crescent slit. Ob- 
viously this would offer a certain resistance 
to the filling of the right ventricle and even- 
tually produce right heart-failure—the syn- 
drome known as Bernheim’s syndrome. This 
may be the cause for the late onset of right 
heart-failure in this case. 

The presence of hypertension followed by 
congestive heart-failure is readily understood 
here. but the etiologic factor that produced 
the hypertension is not. In this regard we must 
first consider the large mass in the left upper 
quadrant. A successful intravenous pyelogram 
may have been of value in determining wheth- 
er a kidney lesion was responsible for the 
mass, but unfortunately we do not have this 
information. Possibly the lack of visualization 
was due to diseased kidneys unable to excrete 
and concentrate the dye. The kidneys’ in- 
ability to concentrate the urine beyond 1.010 
with the concentration test would support such 
a view. Another possibility, of course, for non- 
visualization is technical difficulty. A retro- 
grade pyelogram would have been valuable in 
this regard. There is no history of acute pyelo- 
nephritis, but still this does not rule out a 
chronic pyelonephritis with a hydronephrosis 
to account for the large mass in the right side, 
and the production of hypertension on the 
hasis of a Goldblatt kidney. I have considered 
this possibility on many occasions and have 
never been right. Perhaps I might be here. 

We must consider a tuberculous kidney in 
view of the apical tuberculosis observed at 
the time of discharge from the Army. Of 
course, against this diagnosis is the absence 
of gross blood in the urine and of other find- 
ings suggesting active tuberculosis. 

We must also consider the possibility, even 
though remote, of an amyloid kidney on the 
basis of the old tuberculosis; usually when it 
exists there are signs of acute tuberculosis. 

Pheochromocytoma must be considered, 
since we are dealing with a hypertensive pa- 
tient with a mass in the abdomen. 

Another point in the past history is the de- 
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scription of gastrointestinal symptoms, sug- 
gesting some pathologic condition high up in 
the gastrointestinal tract, but there is little to 
substantiate such a diagnosis. The history of 
apical tuberculosis would support the x-ray 
impression of pulmonary fibrosis. The alter- 
nate impression of sarcoid has little to sup- 
port it: at least, if it were present, it is ques- 
tionable whether it would account for the 
clinical picture. 

Of considerable interest is the patient’s hos- 
pital course. He recovered rapidly from his 
congestive heart-failure and then suddenly, 
without apparent reason, became markedly 
dyspneic and went into coma. Despite this, 
the blood pressure remained very high. No 
statements are made regarding the presence 
or absence of abnormal or exaggerated re- 
flexes or the presence of paresis of the ex- 
tremities. | assume that such findings did not 
exist. One must think of the possibility of a 
cerebrovascular accident—let us say a hemor- 
rhage. because of the high pressure and the 
rapid production of coma. Another, better pos- 
sibility is uremic coma on the basis of a severe 
nephrosclerosis. This would help to explain 
the high nonprotein nitrogen level terminally. 
Among other possibilities, although there is 
very little evidence to support them, are (1) 
acute coronary insufficiency and (2) dissect- 
ing aneurysm, in view of the presence of a 
high terminal blood pressure. 

On the basis of the history, the physical 
findings and the clinical course, I would sug- 
gest the following possibilities at postmortem: 

1. Hypertrophied left ventricle, despite 
x-ray findings to the contrary. 

2. Some thickening and protrusion of the 
interventricular septum, reducing the size of 
the right ventricle, with very little involve- 
ment of right ventricular musculature. 

3. Some lung congestion. 

4. An old, healed apical tuberculosis. 

5. Signs of fairly severe nephrosclerosis, 
with the possibility of a Goldblatt kidney. 

6. Hydronephrosis, or even a congenital 
polycystic kidney. 

7. Cerebrovascular accident as a remote 
possibility. 

8. Congestion and enlargement of the liver. 
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9. Enlargement of the spleen—for no ap- 
parent reason that I can see in this report. 


Examination of X-rays 


DR. MICHAEL LITTNER: This first film was 
taken on the third hospital day. Measurements 
showed two of the films to be of normal diam- 
eter without any significant deviation. The 
first one is at the top normal, 10 or 12 per 
cent. I should emphasize that this examination 
is not fair to the discussant because fluor- 
oscopy was not done, and considerable hyper- 
trophy may not be observed on a posteroan- 
terior film. A left anterior oblique with barium 
in the esophagus would have helped consider- 
ably. I notice that the pulmonary artery seg- 
ment is prominent on all these films, and that 
is of some help in diagnosis of right ventricu- 
lar enlargement. A right anterior oblique 
would be much more decisive here. This pa- 
tient had some generalized pulmonary fibrosis, 
roughening of both domes of the diaphragm, 
and some thickening of one of the major fis- 
sures, suggesting chronic inflammation. There 
is no pulmonary congestion, edema or pleural 
fluid present. 

The intravenous pyelograms unfortunately 
are not very good. They were taken in our 
x-ray department, so I have no hesitation in 
criticizing them. The last film taken was a 15 
minute film and, as you probably all know, 
when you do not see a dye on a 15 minute wet 
film, you keep taking films for several hours 
if necessary. The fact that dye did not show 
up by 15 minutes suggests that the kidneys 
were not functioning normally—and in some 
cases of hydronephrosis it may take two hours 
before any dye appears. The kidneys are made 
out with difficulty and I do not consider them 
to be enlarged. There is one curious finding 
on all these films—a streaky, calcific shadow 
which does not appear to be part of the kid- 
ney. It changes relationship to the lower pole 
of the kidney in the upright film. I do not 
know exactly what to make of this shadow. 
Is it a pancreatic cyst, or is it a splenic cyst? 
I do not believe it is an adrenal tumor. The 
left kidney is not displaced, although adrenal 
tumor may be present without displacement 
of the kidney. Unfortunately we do not have 
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a gastrointestinal series, which might have 
helped us to determine whether a large spleen 
ora large pancreatic tumor was present, We 
have a lateral film of the chest, which may be 
of some significance. Some have claimed that 
the stomach shadow is a little anterior to its 
normal position. | personally doubt that. That 
would indicate the presence of a retroperito- 
neal mass, a large pancreas displaced anterior- 
ly or a large spleen, which in some cases can 
also be displaced anteriorly. 


Postmortem Examination 


DR. MELVIN €. GODWIN: The heart weighed 
510 gm.; the coronary vessels appeared fairly 
normal. There were a few plaques but nothing 
remarkable. The valves were normal. The 
measurements were 7 cm. for the aortic, 9 for 
the pulmonary, 131% for the tricuspid and 9 
for the bicuspid. The thickness of the ven- 
tricular wall was 2 cm. on the left and 0.6 on 
the right. The lungs together weighed 960 gm. 
They were congested. We found no evidence 
of tuberculosis except a plaque on the surface 
of the left pleura. Microscopically, the lungs 
did show some emphysema and fibrosis as well 
as congestion and the presence of a hypostatic 
bronchopneumonia. 

The liver weighed 1,490 gm. It was fairly 
normal in the microscopic sections. The right 
kidney weighed 70 gm. The capsule was ad- 
herent, stripped with difficulty, and had a gray 
and red surface that was rather rough and 
granular. The cortex was reduced in thickness 
as compared with the medulla. The left kid- 
ney was not weighed, but it was opened and 
appeared very similar and about the same size. 

The mass (figure 1) in the upper left quad- 
rant measured 14 cm. in diameter. It was 
fluctuant on palpation and heavily encapsu- 
lated. It was almost round (figure 2). We 
opened it, and bloody, soft fluid poured from 
the inside so that the whole central part was 
either just fluid or very nearly so, with very 
soft tissue which poured out (figure 3), leav- 
ing a hollow shell about a centimeter or a lit- 
tle more in thickness in the wall all the way 
round. On the surface of this mass was a ridge 
which was identifiable as a remnant of adrenal 
cortex. 


POSTGRADUATE MEDICINE 


or i 
4 | 
\ 


FIGURE 1. Spleen, kidney, 
tumor (pheochromocy to- 
ma), duodenum and _ pan- 
creas, viewed from behind. 


FIGURE 3. Opened gross 
specimen, showing amor- 
phous material. 


FIGURE 4. Photomicrograph 
of pheochromocytoma. 


FIGURE 5. Photomicrograph 
showing large and small 
cells of pheochromocytoma. 
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The section of this mass revealed cortical 
substance as well as a large medullary tumor. 
These tumor cells are rather remarkable. Some 
of them are small, some of them are large 
(figure 4), and some are great protoplasmic 
masses with many nuclei, both large and small 
(figure 5). Some are round and some have 
very bizarre shapes. There is very little con- 
nective tissue. | studied these sections a num- 
ber of times, but never saw a mitotic figure, 
abnormal or otherwise. The cytoplasm of these 
cells seems to be of two types that are mixed: 
a reddish granular cytoplasm and also, in some 
areas, a purplish granular material which is 
what one ordinarily sees in the adrenal me- 
dulla. The granules seem to be a little bigger 
and they stain heavily with a purplish blue. 
There is also a brownish pigment which is 
frequently found in cells in the adrenal me- 
dulla, or more likely in cells of the nervous 
system, the cells of the sympathetic granular 
type. | might also mention that a small patch 
in one of the sections shows cells very similar 
to the ganglion cells of the sympathetic gan- 
glia. They seem to merge into the type of cell 
that we see here, which is the predominating 
feature. There are reports in the literature of 
tumors which have that same picture: they 
have real ganglion cells—ganglioneuroma per- 
haps. neuroblastoma, and with the pheochro- 
mocytoma which predominates this picture. 

The kidneys were small, granular and con- 
tracted, with a rough nodular surface. Micro- 
scopic section showed a great reduction in the 
number of glomeruli and tubules with result- 
ant fibrosis. There was infiltration in some 
areas, with small round cells. Most arteries 
and arterioles showed sclerosis and tortuosity. 
There was reduplication of the inner elastic 
membrane and thickening of the intima as 
well as hypertrophy of the muscularis. So we 
have as diagnoses: pheochromocytoma of the 
left adrenal, nephrosclerosis of the kidneys. 
myocardial hypertrophy. bronchopneumonia. 
pulmonary edema and congestion. 
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DR. WILLIAM BENNER: Whether this actual. 
ly was a functioning tumor (causing hyper- 
tension) or whether this man had _ primary 
nephrosclerosis we cannot say definitely. We 
froze fresh tissue from this tumor for bio- 
assay. We have been trying to get a bio-assay, 
which is the best way of determining the pres. 
ence or absence of epinephrinelike substances, 
There is a chemical test on fresh tissue called 
the Vulpian reaction: the fresh tissue is treated 
with dilute ferric chloride which produces a 
characteristic green color. That reaction was 
positive in this tumor tissue, suggesting that 
this tumor contained epinephrinelike material. 
There are occasional accounts in the litera- 
ture of cases of long-standing pheochromo- 
cytomas in which, even if there have been epi- 
sodes of paroxysmal hypertension, eventually 
the hypertension becomes persistent and vas- 
cular changes occur in the kidneys which are 
identical to those in primary nephrosclerosis. 

DR. DAVID I, ABRAMSON: This case empha- 
sizes the fact that when dealing with a_per- 
sistent hypertension, particularly in a young 
individual, one should definitely eliminate the 
possibility of pheochromocytoma. This can be 
done without too much effort by using benzo- 
dioxane or DIBENAMINE.” When this syndrome 
was first popularized, we thought the diagno- 
sis could be made on the basis of symptoms 
alone. Generally the patient did not have per- 
sistently elevated blood pressure. but sudden- 
ly a paroxysm of elevated blood pressure 
would occur associated with marked pallor of 
the skin of the face and with apprehension. 
This type of syndrome would then make us 
consider the possibility of a pheochromocy- 
toma. Now, since we know that pheochromo- 
cytoma may be associated with a persistently 
high blood pressure, the clinical picture could 
very well be disguised as an ordinary essen- 
tial hypertension. Therefore, to make the dif- 
ferential diagnosis, certainly one should con- 
sider using the tests for pheochromocytoma 
almost routinely. 
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ditorials 


THE NATIONAL LIBRARY 
OF MEDICINE 


@w March 13. 1956, Senator Lister Hill and 
Senator John F. Kennedy submitted to the 
Congress a bill (S. 3430) “to promote the 
progress of medicine and to advance the na- 
tional health and welfare by creating a Na- 
tional Library of Medicine.” 

For at least 50 years the project represented 
by this proposed legislation has interested 
many medical leaders and has had the ap- 
proval of the medical profession. At various 
times resolutions have been passed unanimous- 
ly by the House of Delegates of the American 
Medical Association urging such action. Occa- 
sionally, progress toward the objective has 
heen halted by differences of opinion as to 
whether the library should be in Washington, 
Chicago, Cleveland or Bethesda: whether it 
should be under the Army, the Navy, or the 
U.S. Public Health Service; whether it should 
be independent or a branch of the Congres- 
sional Library; and other differences of opin- 
ion on details. The bill now proposed would 
seem to be most satisfactory since it creates 
a National Library of Medicine directed by a 
board of regents, which will include repre- 
sentatives of the various government medical 
services, as well as 12 individuals appointed 
by the President from the fields of research, 
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education, medical practice, librarianship, pre- 
ventive medicine, dentistry, hospital adminis- 
tration, pharmacy and pharmaceutical pro- 
duction. Four year terms are provided for 
members of the board, which is to meet at 
least twice a year. The board will elect its 
own chairman. To this board is given authori- 
zation to construct buildings in a suitable loca- 
tion, the only limitations being that they must 
be “suitable for the purpose of enabling per- 
sons most concerned with the health affairs 
of the nation to have ready access thereto.” 

Incidentally, the legislation also provides 
for indexing material and for publication of 
catalogs and indexes. 

Because of its central location, a movement 
is arising to urge the establishment of this 
library in Chicago where it would have much 
more use than if it were located in Washing- 
ton. Already the American Bar Association, 
the American Medical Association, the Ameri- 
can Hospital Association, the American Col- 
lege of Surgeons and the International Col- 
lege of Surgeons have their headquarters in 
Chicago, where there are also five medical 
schools, several universities and colleges, and 
many other agencies which would make logi- 
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cal the location of the National Library of 
Medicine there rather than in another city, A 
commission is being established in Chicago to 
promote this concept, 

No doubt the board of regents to be estab- 
lished under this legislation will give careful 
consideration to all these factors. Particularly 
important is the administration of the library. 
No doubt the logical approach to this prob- 
lem would be to include the library, as are 
other civilian medical agencies, under the 
bederal Security Administration and the U.S. 
Public Health Service. 

Perhaps, this time, enough support will be 
developed for this most important step in the 
advancement of medicine in the United States 
to secure the passage of the legislation and 
the making of appropriations fully sufheient 
to carry out the objectives. 


ERADICATION OF AN 
INSECT PEST 


The screwworm is a form of blowfly which 
deposits its egg masses in the nostrils of ani- 
mals and occasionally of man. In the south- 
eastern portions of the United States this in- 
sect does millions of dollars of damage to 
livestock, 

In a wholly new type of experiment in in- 
sect eradication, the government of the United 
States, through our Department of Agricul- 
ture, and that of the Netherlands have been 
able to eradicate the serewworm from Curacao. 
The density of the screwworm population in 
Curacao was estimated from the number of 
egg masses deposited on wounded goats held 
in pens distributed over the island. In this 
experiment advantage was taken of the knowl- 
edge that male screwworms mate repeatedly 
but females only once. “If a female mated 
with a sterilized male it did not mate again 
and laid eggs that did not hatch. When mixed 
populations of normal and _ sterilized insects 
were observed in cages, the sterilized and nor- 
mal males competed about equally for mates.” 

In the experiment screwworms were steri- 
lized by irradiating five day old pupae with 
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7500 of gamma rays from cobalt". 
ately after irradiation, the pupae were ship- 
ped by air freight to Curacao, Preliminary ex. 
periments had indicated that distribution of 
sterilized males per square mile each 
week would result in 70 per cent sterility in 
the egg masses deposited on the wounded 
goats. The distribution was begun in July 1954, 
From October to July 1955, not one case of 
screwworms was found in the domestic ani- 
mals on the island. As nine months had elapsed 
since the last evidence of normal fly activity, 
the investigators concluded that the serew- 
worms have been eradicated. 

Serewworms did not exist in the southeast- 
ern portions of the United States until they 
were introduced through the incoming. ship- 
ment of infested livestock in about 1933. In 
the winter the serewworms survive only in pen- 
insular Florida. If this overwintering popula- 
tion can be exterminated by an experiment of 
the type described, the economic gain, as al- 
ready mentioned, would be considerable and 
science would have established a new technic 
for conquest in the eternal war between  in- 
sect pests and man. 

MORRIS 


KEERERENGE 
1. Ko AL Wo and 
Pruheation of secre wworms through release of sterilized males 
P2287) (August 1955, 


BIOLOGY AND THE 
WELFARE STATE 


Bor several months | have kept on my desk 
and reread frequently an essay called, “Free- 
dom, bondage and the welfare state,” written 
by Horace W. Stunkard' of the Department 
of Biology of New York University. In this 
article the author surveys the animal kingdom 
and geologic history and comes to the con- 
clusion that freedom to explore new vistas 
has been the essential condition of progress, 
whereas the surrender of freedom in an al- 
tempt to attain security has led to bondage, 
regression and degeneracy. The observation is 
not new. Great statesmen philosophers 
have expressed the same thought in different 
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ways for hundreds of years, but proof of the 
observation on the basis of study of the entire 
animal kingdom may be necessary to convince 
some proponents of the welfare state whose 
hearts are deeply moved by conditions of de- 
pendency which they observe and for which 
their only answer is the regimentation of all 
people. In his article, Dr. Stunkard says: 


The welfare state offers security to workers 
on terms of contingent subjection and depend- 
ency, but such a social order reduces the in- 
dividual to abject subservience, and results in 
the development of a rigid caste system. De- 
pendency and degeneration are cognate phe- 
nomena, they go hand in hand; either may be 
the causative agent, and it is often difficult to 
determine whether, in any particular instance. 
creatures became degenerate because they were 
dependent, or became dependent because they 
were degenerate, In any event, the well-worn 
attempt to obtain comfort without effort, to 
get something for nothing. persists as one of 
the illusions that in all ages has intrigued and 
misled the unwary. 


Biology teaches us that all animals seek 
security and in their attempts to gain it re- 
linquish certain of their freedoms and become 
more or less dependent. Once dependent, the 
recovery of an independent status becomes in- 
creasingly difficult. The most conspicuous ex- 
amples of the welfare state, according to Dr. 
Stunkard, are the sedentary, sessile and para- 
sitic species. These nevertheless descended 
from free-living, independent ancestors. Evo- 
lution is not always onward and upward and 
the zoologists point to many instances of re- 
gressive changes. 

Particularly interesting in this survey are 
the observations of the evolution of the wel- 
fare state among the social insects. Accord- 
ing to Wheeler? during the last 50 to 100 mil- 
lion years, 24 different societies, each with 
particular features, have arisen in as many 
different families of insects. At first glance, a 
colony of insects appears to be a busy. effi- 
cient, happy group. The proverb says. “Go 
to the ant, thou sluggard. Consider her ways 
and be wise.” However, a consideration of 
the social organization among ants shows that 
a rigid caste system developed among them in 
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which individual ants are bound to permanent, 
monotonous conditions of servitude. As with 
the honeybee, the royal individuals perform 
sexual reproductive functions but otherwise 
lead a life of ease. Some ants are soldiers, 
some are sterile workers, some simply serve 
as storage tanks for the use of other ants when 
food is scarce. Among these apparently happy, 
efficient families, murder, regicide, pillage and 
warfare are common occurrences. Observation 
of the honeybee also makes Dr. Stunkard sad, 
since this insect has been exploited so often as 
a virtuous and trustworthy example of social 
efficiency whereas he considers it to be really 
pathetic. He says, “Restricted during develop- 
ment to such an inadequate diet that its re- 
productive organs remain rudimentary, with- 
out hope of romance or progeny, it burns it- 
self out and dies exhausted after a few weeks 
of feverish activity, a martyr, and victim of 
the ‘welfare state.’ ” 

Dr. Stunkard’s brief essay is particularly 
thought-provoking in its consideration of such 
parasites as the protozoa and other parasitic 
species which live on their host, multiply at a 
terrific rate and indeed “live an entirely sel- 
fish existence,” so that “in the welfare state 
the comfort and security of the existing gen- 
eration is often maintained and enhanced by 
mortgaging the future of succeeding genera- 
tions. . . . Despite the apparent ease and lux- 
ury of parasitic existence, the probability of 
success in such a venture is exceedingly small. 
Such a welfare state exists only for those lucky 
individuals, the favored few, who are able to 
cajole or compel others to provide the wel- 
fare.” 

If this philosophic consideration of living 
organisms in the various social situations in 
which they are found does not give pause to 
those higher thinkers whose objective in life 
is to substitute the state for the individual, 
they must be considered as simply without the 
capacity that distinguishes man from lower 


animals—-namely, the ability to reason. 
MORRIS FISHBEIN 
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DERMABRASION FOR ACNE 


Tue scars of acne have batlled physicians 
and cosmeticians for many centuries. Many 
different technics have been developed for re- 
moving such scars, including surgical technics, 
revolving cylindrical knives for excising strips 
of skin, freezing, sandpapering, and surgical 
planing with motor-driven steel brushes. Grad- 
ually a technic has developed which, in the 
hands of those who are competent and with 
proper selection of cases, yields good results. 
Treatment of those patients who would  in- 
evitably yield bad results would prevent der- 
mabrasion from becoming a useful and prac- 
tical method. 

The present technic includes freezing with 
a substance like FREON®, which seems to have 
advantages over ethyl chloride. The skin is 
frozen to the desired insensitivity, then a 
wire brush attached to a dental motor removes 
enough of the surface of the skin to eliminate 
such lesions as scars, freckles and wrinkles. 
Sirot and Rein' in a recent report state that 
freckles are so superficial that they are quite 
easily removed, whereas wrinkles at the cor- 
ners of the eyes are, of course, treated with 
extreme caution to avoid accidental injury to 
the eye. They found as a result of limited ex- 
perience with tattoos, keloids. port-wine marks 
and Darier’s disease that these conditions have 
not yielded acceptable improvement. 

After the skin has been abraded it is cov- 
ered with a sterile dressing: crusts form which 
begin to come away after a week or 10 days. 

As to the selection of cases suitable for der- 
mabrasion, Sirot and Rein say: 

“The psychological state of the patient is 
probably the most important single factor to 


be considered in determining whether a_pa- 
tient should be abraded. Those who feel that 
all their problems are due to the acne pits 
they possess are definitely not good cases for 
this procedure. They will often not be con- 
tent with even a very considerable improve- 
ment of their scars and may shift much of the 
onus for their anxiety to the physician. Psy- 
chiatric consultation is often indicated to de- 
termine whether the patient should undergo 
the procedure. If the obsession over acne scars 
is a strong defense mechanism and the abra- 
sion so improves their appearance that they 
can no longer rely on this mechanism, pre- 
psychotic patients may be precipitated into a 
psychotic state following dermabrasion. 

“Certain types of scars do not fare well 
with dermabrasion. The flat, wide and con- 
fluent scars, causing an undulating appear- 
ance of the skin surface, are improved com- 
paratively less than other scarring types. Simi- 
larly, the punched out, deep, sharp-edged scars 
of the ‘ice pick’ variety do not respond as 
readily as the more superficial ones. 

“Patients with very superficial and minimal 
scarring should not be encouraged to have the 
procedure done since they usually will not be 
satisfied with anything less than almost total 
obliterature of the sears, a result’ which. is 
often not possible to obtain. 

“Long discussions with patients, in which 
every question is answered, every misunder- 
standing cleared up, every eventuality consid- 
ered, will result in a satisfied patient and a 
tranquil physician.” 

MORRIS FISHBEIN 
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Index to Volume 19 — Subjects 


ABORTION, habitual, progesterone treatment, 121 

Accidents, responsibility to injured, 298 

Acne vulgaris, management in adolescents, 144; scars 
treated by dermabrasion (editorial), 618 

ACTH and cortisone, derivatives, see also Prednisone; 
hemorrhage control, 426; local treatment of vaginal 
and vulvar lesions, 237; research, 1955 (editorial), 
99; treatment of leukemia, A-66 (Apr.); treatment 
of pulmonary emphysema, 337; treatment of rheuma- 
toid arthritis with intra-articular injections, 577 

Actinomycosis, treatment and prognosis, 32 

“Adenoid facies,” 253 

Adrenals, denervation for essential hypertension, 492; 
tumor, pheochromocytoma, 608 

Allergy, anaphylactoid purpura, 430; asthma and_pul- 
monary emphysema, 332; asthma, treatment of seri- 
ously ill patient, 124; asthma, treatment with roent- 
gen rays, A-74 (June); reaction to antibiotics, 341; 
reaction to local anesthetic drugs, 360; transfusion 
reactions, 41 

American-Korean Foundation (editorial), 511 

Anemia, in rheumatoid arthritis, A-60 (Apr.);  perni- 
cious, newer treatments for, 242 

Anesthesia, local, 360 

Antibiotics, see a/so Penicillin; Streptomycin; research, 
1955 (editorial), 100; side effects of, 341; use versus 
abuse, 177 

Anticoagulants, treatment control with prothrombin test, 
311 

Anxiety, see Mental disorders 

Aorta, aneurysm and thrombosis, surgery of, 7 

Arm, see Elbow; Hand 

Arteries, pulmonary, embolism, 290 

Arthritis, rheumatoid, anemia in, A-60 (Apr.); rheu- 
matoid, management, 248; rheumatoid, research on 
(editorial), 399; rheumatoid, treatment with intra- 
articular injection of steroids, 577 

Asthma, bronchial, emphysema and, 332; bronchial, 
treatment of seriously ill patient, 124; bronchial, 
treatment with roentgen rays, A-74 (June) 

Ataractic agents, 1955 (editorial), 97 

Atomic energy, role of World Health Organization in 
health protection from radiation, A-66 (May) 


BCG vaccine in Algeria, A-61 (Mar.) 

Belgian Congo, medical practice in, A-60 (Feb.) 

Benzidine test in general practice, A-62 (Jan.) 

Benzpyrene, lung cancer and, A-50 (Jan.) 

Bile ducts, common, strictures of, 464 

Biology and the welfare state (editorial), 616 

Bladder, cancer, with metastases, 271; rupture of, 386 

Blood, coagulation, A-60 (May); A-50 (June); dysera- 
sias, see also Anemia; Leukemia; dyscrasias, bleeding 
disorders, 420; prothrombin test for control of anti- 
coagulant therapy, 311; transfusion, hazards of, 41, 201 

Blood pressure, high, adrenal denervation for essential 
hypertension, 492; high, due to pheochromocytoma, 
608; high, evaluation of treatment methods, 403; high, 
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treatment of malignant hypertension, 533; high, treat- 
ment with drugs, 205; high, treatment with ganglionic 
blocking agents, 247 


Bone marrow, paraffin sections of, A-18 (Mar.) 
Book reviews, Advances in internal medicine (Dock; 


Snapper), A-108 (Jan.); Advances in pediatrics 
(Levine), A-120 (June); A manual of fractures and 
dislocations (Stimson), A-120 (May); Atlas of plas- 
ter cast techniques (Bleck; Duckworth; Hunter), 
A-120 (May); Basic surgical skills (Tauber), A-122 
(Jan.) ; Bone and joint x-ray diagnosis (Ritvo), A-122 
(Jan.); Cancer cells (Cowdry), A-110 (Feb.); Car- 
diac diagnosis: a physiologic approach (Rushmer), 
4-132 (Mar.); Chest x-ray diagnosis (Ritvo), A-124 
(Apr.); Child behavior (Ilg; Ames), A-136 (Mar.) ; 
Clinical biochemistry (Cantarow; Trumper), A-118 
(Feb.) ; Clinical laboratory diagnosis (Levinson; Mac- 
Fate), A-118 (June); Clinical pathologic conferences 
of Cook County Hospital; cardiovascular-renal prob- 
lems (Popper; Kushner), A-118 (Jan.) ; Clinical psy- 
chiatry (Skottowe), A-120 (Jan.); Clinical roentgen- 
ology (Vol. 2, the head, neck and spinal column; vol. 
3, the lungs and the cardiovascular system emphasiz- 
ing differential considerations) (de Lorimier; Moeh- 
ring; Hannan), A-118 (Feb.); Complications of re- 
gional anesthesia: etiology—signs and symptoms— 
treatment (Moore), A-112 (Feb.); Cough syncope 
(Derbes; Kerr), A-110 (Jan.) ; Current therapy 1955 
(Conn), A-118 (June); Diseases of the endocrine 
glands (Soffer; Gabrilove; Sohval), A-116 (June): 
Growth at adolescence (Tanner), A-120 (June); 
Handbook of toxicology (Spector; von Oettingen), 
\-124 (May); Heart disease; its diagnosis and treat- 
ment (Goldberger), A-122 (Mar.) ; Hematology (Stur- 
gis), A-120 (Jan.); Henry Ford Hospital internation- 
al symposium on cardiovascular surgery (Lam), A-130 
(Mar.); Intestinal obstructions (Wangensteen), A-128 
(Mar.); Introduction to virology (Dalldorf), A-116 
(Apr.): Medical and psychological teamwork in the 
care of the chronically ill (Harrower), A-132 (Mar.) ; 
Mental hygiene in public health (Lemkau), A-120 
(Apr.); Modern nutrition in health and disease 
(Wohl; Goodhart), A-124 (May); New concepts in 
surgery of the vascular system (Holman), A-114 
(Feb.); Obstetrical anesthesia: its principles and 
practice (Hershenson), A-112  (Apr.); Obstetrical 
roentgenology (Berman; Heaton), A-112 (Jan.); Of- 
fice procedures (Williamson), A-106 ¢Apr.); Opera- 
tive technic in general surgery (Cole), A-130 (Mar.) ; 
Our blind children, growing and learning with them 
(Lowenfeld), A-118 (May); Pathologic physiology; 
mechanisms of disease (Sodeman), A-120 (May) ; 
Peptic ulcer: diagnosis and treatment (Barborka), 
A-114 (Feb.); Physiology and pathology of infant 
nutrition (Meyer; Nassau), A-116 (June); Poly- 
cythemia: physiology, diagnosis and treatment based 
on 303 cases (Lawrence), A-106 (Apr.); Practical 
neurology (Davidoff; Feiring), A-112 (Apr.); Pre- 
mature infants: a manual for physicians (Dunham), 
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A-110 (Feb.) ; Psychophysiologic medicine (Ziskind), 
A-112) (Jan.); Roentgen interpretation (Holmes; 
Robbins), A-122) (Jan.); Réntgenologische differen- 
tialdiagnose der knochenerkrankungen (Hellner; 
Poppe), A-118 (May); Subacute bacterial endocar- 
ditis (Kerr), A-118 (Apr.); Suprapubie  prostatec- 
tomy with primary closure of the bladder by an origi- 
nal method: preparation, technique and postoperative 
treatment: (Hryntschak; Maluf), A-114 (Jan.); Sur- 
gery of the stomach and duodenum (Welch), A-120 
(Jan.); Surgical forum, A-116 (Feb.); Textbook of 
endocrinology (Williams), A-110) (Jan.); The back 
and its disk syndromes (Lewin), A-116 (Apr.); The 
cornea’ (Thomas), (Apr.); The hemorrhagic 
disorders (Stefanini; Dameshek), A-124  (Mar.); 
The management of pain in cancer (Schiffrin), A-122 
(June); The physician and the law (Long), A-46 
(Jan.); The practice of dynamic psychiatry (Masser- 
man), A-108 (Apr.); The spine: a radiological text 
and atlas (Epstein), A-114 (Feb.); Therapy of fun- 
gus diseases (Sternberg; Neweomer), A-118 (Apr.); 
The thyroid; a fundamental and clinical text (Wer- 
ner), A-122 (Mar.); The treatment of renal failure 
(Merrill), A-120 (June); 1955-56 Year Book of drug 
therapy (Beckman), A-124 (May); 1955-56 Year 
Book of general surgery (Graham), A-116  (Feb.) ; 
1955-56 Year Book of medicine (Beeson; Muschen- 
heim; Castle; Harrison; Ingelfinger; Bondy), A-112 
(Jan.); 1955-56 Year Book of obstetrics and gyne- 
cology (Greenhill), A-130 (Mar.) ; 1955-56 Year Book 
of pediatrics (Gellis; Abt), A-136 (Mar.) 

Brain, calcification, Sturge-Weber syndrome, 221;  can- 
cer, newer methods of diagnosis and treatment, 389; 
disease, see also Meningitis; disease, vascular, stel- 
late block in, A-66 (June); hemorrhage, traumatic, 
A-36 (May); prefrontal Novocain infiltration or elec- 
trocoagulation for intractable pain, A-68 (Apr.) 

Bread, development of (editorial), 198 

Breast physiology, 53 

Breath-holding attacks, 22; differential diagnosis, 52; 
treatment, 146 

Broedel, Max, art exhibit, 86 

Bronchitis complicating asthma, 129 

Brucellosis, heart disease and, 323 


CANCER, bronchogenic, 147; Hodgkin's disease. possi- 
ble thymie origin, A-74 (May); of bladder, 271; of 
brain, 389; of breast, hormone therapy, 58; of in- 
testines, relation to polyposis, 569; of lung, benz- 
pyrene and, A-50 (Jan.); of lung, surgery of, 584; of 
ovary, 235; of pancreas, 185; of parotid, 350; of pros- 
tate, hemorrhage in, 429; of thyroid, 459; of thyroid, 
nodular goiter and, 328; pain control through Novo- 
cain infiltration or electrocoagulation of frontal lobe, 
A-68 (Apr.); teratoma, unknown primary origin, 499 

‘ataract, see Eye 

‘hildren, see Pediatrics 

‘hlorpromazine, treatment of mental disorders, 346 

tigarettes, effect of smoking on hens, A-70 (May) 

Climacteric, female, see Menopause; male, A-26 (Feb.) 

Clinicopathologic conference, 185, 271, 499, 608 
Colitis, see Intestines, disease 

Convalescence, protein metabolism and, 206 

Convulsions, see also Epilepsy; in Sturge-Weber syn- 


drome, 221 
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DEAFNESS, see Hearing, loss of 

Diabetes mellitus, chemotherapy, 1955 (editorial), 98: 
trauma and, A-36 (Jan.) 

Diaphragmatic hernia due to trauma, 61 

Disease, functional, see a/so Gastrointestinal tract: fune- 
tional, diagnosis, 526 

Diverticulitis, see Intestines, disease 

Dramamine, development of, 80 

Drugs, ataractic agents (editorial), 97; sedative and 
hypnotic, use and abuse, 513; tranquilizing (editori- 
al), 509 

Dyclonine hydrochloride in treatment of pruritus, 605 


EAR, disease, chronic, functional surgery for, A-52 
(Jan.) ; labyrinth disturbance, Dramamine in, 84 

Edema, causes of, A-22 (Mar.) 

Elbow, bursitis, olecranon, (Mar.) 

Electrocoagulation of prefrontal lobe in’ control of in- 
tractable pain, A-68 (Apr.) 

Embolism, pulmonary, and pulmonary infarction, 290 

Endocrine glands, effect on breast physiology, 53 

Endometriosis, ovarian cysts and, 233 

Enzymes, proteolytic, in treatment of inflammation due 
to infection, 16 

Epilepsy, chemotherapy, 1955 (editorial), 98; treatment 
with acetazolamide, A-68 (June) 

Eye, changes in malignant hypertension, 533; disease, 
cataract, A-26 (May); disease, retrolental fibroplasia, 
417: injury, cataract following, A-28 (Apr.): move- 
ments, abnormal, nystagmus in infants, A-22  ( Mar.) 


FACE, deformities, so-called “adenoid facies,” 253 

Feces, blood in, benzidine test for, A-62 (Jan.) 

Foot disease, plantar warts, A-78 (May) 

Forensic medicine, handwriting, influence of serious ill- 
ness on, A-36 (Feb.); head injuries, A-38 (Mar.); 
pathologist and general practitioner, A-36 (June); 
psychiatric disturbances following trauma and stress, 
A-36 (Apr.): trauma and diabetes, A-36 (Jan.) ; trau- 
matic intracranial hemorrhage, A-36 (May) 

Fractures, see also Head; Knee; Nose; Rib; Trauma; 
overtreatment of (editorial), 397 

Functional disease, see Psychosomatic medicine 

Fungous infection, see also Actinomycosis; of nails, 


A-28 (Apr.) 


GANGLIONIC blocking agents, 247 

Gastrointestinal tract, disease, functional indigestion and 
constipation, 283; disease, pain control through Novo- 
cain infiltration or electrocoagulation of frontal lobe, 
A-68 (Apr.); disease, progress in’ treatment, 1955 
(editorial), 198 

Genetics, risks of consanguineous marriage, A-54 (Jan.) 

George Washington University special issue, 308 

Geriatrics, senile psychosis treated with L-Glutavite, 
Metrazol and vitamins (comparison), 485; surgical 
preparation and after-care of aged, 393 

Goiter, see Thyroid 

Group treatment, value in psychotherapy, 36 

Gynecology, endocrine therapy in, 118 


HAIR, superfluous, hirsutism due to androgen therapy. 
A-26 (Mar.) 

Hand, see also Nails; palsy, ulnar, surgery of, 23 

Handwriting, influence of serious illness on, A-36 (Feb.) 


POSTGRADUATE MEDICINE 


| 
| 


Head, injury, intracranial hemorrhage and, A-36 (May) ; 
injury, legal aspects, A-38 (Mar.) 

Hearing, loss due to dihydrostreptomycin, A-27 (June) 

Heart, arrhythmias, treatment, 101; disease as possible 
cause of edema, A-22 (Mar.); disease, congenital, 
diagnosis, A-24 (Jan.); disease, coronary, A-54 
(Mar.); disease, coronary, survival and rehabilitation 
after (editorial) , 200; disease, coronary, treatment with 
vasodilators, 562; disease, rheumatic, brucellosis and, 
323; failure, congestive, prevention and treatment, 
381; failure, congestive, relation to upper respiratory 
infections, 451; failure, thyrotoxicosis and, A-50 
(Jan.); surgery, results of mitral commissurotomy, 48 

Hemangioma, cavernous, in infants, 262 

Hemorrhage, see also Anticoagulants; Blood coagula- 
tion; Head injury; Trauma; problems in’ bleeding 
disorders, 420 

Hernia, diaphragmatic, due to trauma, 60; interstitial, 
diagnosis, 45 

Heroin, banning of, in Britain, A-58 ( Mar.) 

Hodgkin's disease, possible thymic origin, A-74 (May) 

Hormones, androgenic, as cause of hirsutism, A-26 
(Mar.); androgenic, in gynecology, 123; estrogenic, 
in gynecology, 118 

Hospitals, general, psychosomatic units in, 504;  rela- 
tions with newspapers (editorial), 512 

Hypertension, see Blood pressure, high 

Hypnoties, use and abuse, 513 


INFANTS, see Pediatrics 

Infection, see also Fungous infection; Streptococci; 
Virus infection; research, 1955 (editorial), 98; treat- 
ment with proteolytic enzymes, 16 

Inflammation, see Infection 

Injury, see Trauma 

International relations, role of medicine and physicians 
in, 196 

Intervertebral disk disease, roentgen diagnosis, 363 

Intestines, disease, diverticulitis and diverticulosis, 593; 
disease, polyps of rectum and colon, relation to adeno- 
carcinoma, 569; disease, regional enteritis, 216; dis- 
ease, ulcerative colitis and familial polyposis, colec- 
tomy for, 542; obstruction in newborn, 71 


JAW deformity, so-called “adenoid facies,” 253 

Johns Hopkins University School of Medicine and Hos- 
pital special issue, 1 

Joints, disease, see Arthritis; fluid in, effect of steroid 
injections on, 577 


KIDNEY, disease, glomerulonephritis, relation to acute 
streptococcal infection, 2; injuries of, 387 
Knee, injuries of, 369 


LABOR, conduct of, control of hemorrhage, 427; con- 
duct of, in patient who has previously had cesarean 
section, A-27 (June) ; conduct of, painless labor, A-63 
(Apr.) 

Laboratory notes, A-66 (Jan.); A-50 (Feb.); A-18 
(Mar.); A-50 (Apr.); A-60 (May); A-50 (June) 

Leukemia, treatment with cortisone, A-66 (Apr.) 

L-Glutavite, effect on aged psychotics, 485 

Liver, biopsy, A-24 (June) ; disease as possible cause of 
edema, A-22 ( Mar.) 


Lung, cancer, benzpyrene and, A-50 (Jan.); cancer, 


June 1956 


bronchogenic, 147; disease, see also Asthma; disease, 
surgery of, 584; embolism and infarction, 290; em- 
physema and fibrosis, treatment with prednisone, 
A-68 (May); emphysema, basis for treatment, 332; 
failure, mechanical treatment, 550; tuberculosis, 
chemotherapy, A-24 (Jan.) 

Lupus erythematosus, subacute familial, improvement 
after splenectomy, A-62 (Jan.) 


MARRIAGE, consanguineous, risks of, A-54 (Jan.) 

Medical education, residency system at Johns Hopkins 
(editorial), 94; week (editorial) , 304 

Medical illustration, Max Broedel, 86 

Medical research, mid-century survey (editorial) , 305 

Medical workers, attitudes of (editorial), 511 

Medicine, practice of, in Belgian Congo, A-60 (Feb.) ; 
practice of, in 1955 (editorial), 97; practice of, rela- 
tion between pathologist and general practitioner, A-36 
(June); practice of, role in international affairs, 194 

Meningitis, tuberculous, A-56 (Apr.) 

Menopause, treatment with estrogens, 118 

Mental disorders, see also Psychosomatic medicine; ad- 
diction to sedative and hypnotic drugs, 513; anxiety 
relief with benactyzine hydrochloride, A-72 (May) ; 
chemotherapy, 1955 (editorial), 97; disturbances fol- 
lowing trauma and stress, A-36 (Apr.); effect of mo- 
tion pictures on abnormal children, A-60 (Jan.) ; 
group treatment, emotional interactions in, 36; neu- 
rosis in general practice, 289; treatment with chlor- 
promazine and reserpine, 346; treatment with L-Gluta- 
vite compared with Metrazol and vitamins, 485; 
treatment with tranquilizing drugs (editorial), 509 

Microscopy, paraffin bone marrow sections, A-18 (Mar.) 

Mononucleosis, infectious, transmission of (editorial) , 98 

Monosodium L-glutamate, effect on brain, 485 

Motion pictures, effect on abnormal children, A-60 (Jan.) 

Motion sickness, treatment with Dramamine, 80 

Myasthenia gravis, chemotherapy, 1955 (editorial), 98 


NAILS, fungous infection of fingernails, A-30 (Apr.) 

National Library of Medicine (editorial), 615 

Nerves, ulnar, injury, surgical repair, 23 

Neuralgia, trigeminal, stilbamidine treatment, A-26 (Feb.) 

Neuroses, see Mental disorders 

Nevi, facial, in Sturge-Weber syndrome, 229 

Nose, fractures of, 354; secretion, postnasal drip in 
children, A-26 (Mar.) 

Novocain, see Procaine hydrochloride 

Nutrition, diet of sick child, 215; protein metabolism 
and, 206 

Nystagmus in infants, A-22 ( Mar.) 


OBSTETRICS, see a/so Labor, conduct of; as a science 
(editorial) , 398 

Ochronosis, alkaptonuria and, A-50 (Apr.) 

Ovary, cysts, 231 


PANCREAS, cancer. clinicopathologic conference, 185 

Parkinsonism, chemotherapy, 1955 (editorial), 98; treat- 
ment, 6 

Parotid gland, lump in, cancer and, 350 

Pathology, relation of pathologist and general practi- 
tioner, A-36 (June) 

Pectus excavatum, 318 

Pediatrics, see also Eye: Face; Heart disease; Kidney 
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disease; Nose; Rheumatic fever; Thorax; Urine; 
diet of sick child, 215; hemangioma, cavernous, in in- 
fants, 262; hypothyroidism in childhood, 256; intesti- 
nal obstruction in newborn, 71; motion pictures, effect 
on abnormal children, A-60 (Jan.) ; newborn, respira- 
tory irregularities in, 161; prematures, prevention of 
retrolental fibroplasia in, 417; resuscitation of new- 
borns, 447; urology in general practice, 559 

Penicillin, side effects, 178; treatment of acute strepto- 
coceal infection, 5 

Penis, injuries of, 385 

Pituitary tumor with hyperthyroidism, A-58 (Jan.) 

Poliomyelitis, pulmonary failure in, 550 

Polyposis, see Intestines, disease 

Prednisone, and prednisolone, advantages (editorial), 
99; symposium on, A-66 (Mar.); treatment of pul- 
monary emphysema and fibrosis, A-68 (May) 

Procaine hydrochloride, infiltration of prefrontal lobes 
for intractable pain, A-68 (Apr.); in local anesthesia, 
360 

Prostate, cancer, hemorrhage in, 429; hypertrophy, 
benign, treatment of, 168 

Protein metabolism, newer concepts of, 206 

Pruritus, treatment with dyclonine hydrochloride, 605 

Psoriasis, see Skin disease 

Psychosomatic medicine, diagnosis of functional disease, 
520; functional indigestion and constipation, 283; 
psychosomatic unit in general hospital, 504 

Public relations, hospitals and the press (editorials) , 512 


RABIES in bats, A-70 (June) 

Rehabilitation, protein metabolism and, 206 

Reserpine, treatment of mental disorders, 346 

Residency training system at Johns Hopkins (editorial) , 
94 

Respiration, disturbed, breath-holding attacks, 22, 52; 
failure, mechanical treatment, 550; irregularities in 
newborn, 161 

Respirator, mechanical, in treatment of pulmonary fail- 
ure, 550 

Respiratory tract, see also Lung; Nose; infection, rela- 
tion to congestive heart-failure, 451 

Resuscitation of infants, 447 

Rheumatic fever, clinical syndrome, bacteriology and 
pathology, 323; relapses, prevention of (editorial), 
99; relation to acute streptococcal infection, 2 

Rib fractures, simple, A-52 (Jan.) 

Roentgen rays, diagnosis of tuberculosis, 479; examina- 
tion of spine, negative myelogram and nucleography, 
363; treatment of asthma, A-74 (June); treatment of 
plantar warts, A-78 (May) 


SARCOIDOSIS, epidemiology of, 437 

Scleroderma, treatment with hyaluronidase, A-62 (Jan.) 

Screwworm eradication (editorial), 616 

Sedatives, use and abuse, 513 

Sex, genetic, determination, A-74 (May) 

Significant differences, A-50 (Feb.) 

Skin, defect, congenital ectodermal, A-26 (May); dis- 
ease, see also Pruritus; disease, acne vulgaris in ado- 
lescents, 144; disease, acne vulgaris scars treated by 
dermabrasion (editorial) , 618; disease, psoriasis, A-28 
(May); disease, psoriasis, biochemistry of scales, 
A-74 (May); disease, research, 1955 (editorial), 99; 
disease, scleroderma, treatment with hyaluronidase, 
A-62 (Jan.); tumor, cavernous hemangioma in_ in- 


622 


fants, 262 

Spine, roentgenographic examination, the negative my- 
elogram and nucleography, 363 

Spleen, excision, effect on familial subacute lupus 
erythematosus, A-62 (Jan.) 

Standard deviation, A-66 (Jan.) 

Statistics, significant differences, A-50 (Feb.):; stand- 
ard deviation, A-66 (Jan.); surgical (editorial), 302 

Stellate ganglion block in cerebrovascular disease, A-66 
(June) 

Sterility, study of the sterile couple, 131 

Stomach, mucosa, effect of alcohol on, A-56 ( Apr.) 

Streptococci, infection, acute, in relation to rheumatic 
fever and glomerulonephritis, 2; infection of throat, 
treatment (editorial), 99 

Streptomycin, side effects, deafness due to dihydrostrep- 
tomycin, A-27 (June) 

Surgery, hemorrhage control, 426; preparation and after- 
care of older patients, 393; statistics (editorial), 302 


TENSION, chemotherapy of, 1955 (editorial), 97 

Tetanus, treatment, A-76 (May) 

Thorax, deformity, pectus excavatum, 318 

Thymus, possible role in Hodgkin’s disease, A-74 (May) 

Thyroid, cancer, 459; cancer, nodular goiter and, 328; 
deficiency, aspects of hypothyroidism in childhood, 
256; hyperthyroidism with pituitary adenoma, A-58 
(Jan.) ; thyrotoxicosis, heart-failure and, A-50 (Jan.) 

Tic douleureux, treatment with stilbamidine, A-26 ( Feb.) 

Tongue, abnormality, tonguetie, A-24 (Feb.) 

Tracheotomy in treatment of pulmonary failure, 550 

Tranquilizing drugs (editorial), 509 

Trauma, see also Eye; Head; Knee; Urinary tract: 
diabetes and, A-36 (Jan.); diaphragmatic hernia 
caused by, 60; psychiatric disturbances following, 
A-36 (Apr.); responsibility to the injured, 298 

Tuberculosis, bacteriologic diagnosis, 476; complica- 
tions, meningitis, A-56 (Apr.); diagnosis, symposium, 
471; histologic diagnosis, 475; of lung, chemotherapy. 
A-24 (Jan.); of lung, pulmonary embolism and. 
290; prevention, BCG vaccination in Algeria, A-61 
(Mar.); roentgen diagnosis, 479; tests, 473 


URETER, injuries of, 386 

Urethra, injuries of, 385 

Urinary tract, injuries of, 385 

Urine, abnormality, alkaptonuria and ochronosis, A-50 
(Apr.); blood in, in children, A-58 (Mar.) ; examina- 
tion, in children, 559 

Urology, pediatric, in general practice, 559 

Uterus, prolapse, surgery of, 434 


VAGINA, discharge from, treatment with hydrocorti- 
sone, 238; inflammation, estrogen treatment, 119 

Vertigo in aged, A-24 (Feb.) 

Virus infection, type 3 APC (editorial), 100 

Vitamins, B., in pernicious anemia, 242; effect on aged 
psychotics, 485; K, anticoagulant therapy and, 317; 
K, in hemorrhage control, 430 

Vulva, pruritus, treatment with hydrocortisone, 237 


WARTS, plantar, radiotherapy of, A-78 (May) 

Whooping cough, prevention and treatment, A-54 (Jan.) 

World Health Organization, executive board session, 
A-68 (June); role in protection from atomic radia- 
tion, A-66 (May) 
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Adams, John P., see Keck, Charles, Jr. 

Adkins, Paul C., see Blades, Brian 

Affeldt, John E., Collier, Clarence R. and Hackney, Jack 
D., Mechanical treatment of pulmonary failure, 550 

Allen, Willard, Endocrine therapy in gynecology, 118 

Angrist, Alfred A., Traumatic intracranial hemorrhage, 
A-36 (May) 

Apgar, Virginia, Infant resuscitation, 447 

Ascher, Eduard, see Frank, Jerome D. 


Badal. Daniel W., Psychiatric disturbances following 
trauma and stress, A-36 (Apr.) 

Bahnson, Henry T., Surgical treatment of aortic aneu- 
rysm and aortic thrombosis, 7 

Baker, Roger, Management of benign prostatic hyper- 
trophy, 169 

Barnwell, John B., see Cummings, Martin M. 
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and Greenblatt, Milton, Effects of L-Glutavite com- 
pared with Metrazol and vitamins on aged female 
psychotic patients, 485 
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irregularities in newborn infants, 161 
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The function of a psychosomatic unit in a general 
hospital, 504 
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Pectus excavatum, 318 

Bluefarb, Samuel M., The management of acne vulgaris 
in the 12 to 17 year age group, 144 

Boks, Lydia L., see Livingston, Samuel 

Boyd, Linn J. and Nightingale, Edward J., Manage- 
ment of pulmonary embolism and pulmonary infarc- 
tion, 290 

Brown, Webster H., see Livingston, Samuel 

Burton, Arthur M., see Morginson, Wm. J. 


Carr, David T., Mann, Frank D., McDonald, John R., 
Weed, Lyle A., Holman, Colin B. and Douglass, Bruce 
E., Current practices in diagnosis of tuberculosis, 471 

Carryer, Haddon M., The care of the seriously ill asth- 
matic patient, 124 

Cattell, Richard B., Carcinoma of the thyroid, 459 

Cattell, Richard B., Schiff, Leon, Morton, S. Archibald 
and Ochsner, Alton, Diverticulitis and diverticulosis, 
593 

Clark, A. Bernice, see Reid, L. Corsan 

Cluff, Leighton E., Management of acute streptococcal 
infection in relation to rheumatic fever and glomerulo- 
nephritis, 2 

Coakley, Charles S., Local anesthesia, 360 

Cole, Warren H., Strictures of the common duct, 464 

Coletti, John M., see Morginson, Wm. J. 

Collier, Clarence R., see Affeldt, John E. 

Cummings, Martin M., Dunner, Edward, Schmidt, Rich- 
ard H., Jr. and Barnwell, John B., Concepts of epi- 
demiology of sarcoidosis, 437 

Curphey, Theodore J.. Forensic medicine—the patholo- 
gist and the general practitioner, A-36 (June) 
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Curry, George J., Responsibility to the injured, 298 


Davidoff, Eugene, see Best, Janis L. 

Davis, M. Edward and King, Albert G., The study of the 
sterile couple, 131 

DeCosta, Edwin J., Operative treatment of uterine pro- 
lapse, 434 

Douglass, Bruce E., see Carr, David T. 

Duff, Ivan F., Intra-articular steroids; clinical applica- 
tions and laboratory effects, 577 

Dunner, Edward, see Cummings, Martin M. 


Ebaugh, Franklin G., The use and abuse of sedative and 
hypnotic drugs, 513 

Edgerton, Milton T., Surgical rehabilitation of the hand 
with ulnar palsy, 23 

Eger, Sherman A., Improved adrenal denervation for es- 
sential hypertension, 492 

Eisner, Victor, see Livingston, Samuel 

Eskelson, Y. D., see Morginson, Wm. J. 

Ethridge, Clayton B., Congestive heart-failure: Preven- 
tion and treatment. 381 

Evans, James A., Modern therapeutic approach to malig- 
nant hypertension, 533 


Feffer, Henry L. and Rizzoli, Hugo V., The negative 
myelogram and nucleography, 363 

Feffer, James J. and Mann, James P., Physiologic basis 
for rational therapy in chronic pulmonary emphysema, 
332 

Fisher, A. M. and Harvey, J. C., Actinomycosis: Some 
concepts of therapy and prognosis, 32 

Frank, Jerome D. and Ascher, Eduard, Therapeutic emo- 
tional interactions in group treatment, 36 


Gay, Leslie N., The development of Dramamine, 80 

Gerwig, Walter H., see Iovine, Vincent M. 

Greenblatt, Milton, see Barrabee, Paul 

Greenwalt, Tibor J., Why not “cosmetic” transfusions ?. 
201 

Gwathmey, Owen, see Blades, Brian 

Gwynne-Evans, E., The so-called “adenoid facies,” 253 


Hackney, Jack D., see Affeldt, John E. 

Hamby, Wallace B., The head-injured patient, the physi- 
cian and the court, A-38 (Mar.) 

Hamilton, James W.. Kisner, Paul and Walske, B. R., 
Adenomatous polyps of the rectum and colon, 569 

Handelsman, Jacob C., Intestinal obstruction in the new- 
born, 71 

Harvey, J. C., see Fisher, A. M. 

Hilton, Ordway, Influence of serious illness on —_a" 
ing identification, A-36 (Feb.) 

Hirschboeck, John S., Newer treatments for pernicious 
anemia, 242 

Holman, Colin B., see Carr, David T. 

Horwitz, Alec, see Iovine. Vincent M. 

Howard, Philip J.. see Bauer, A. Robert 

Howe, Calderon. Antibiotics: Use versus abuse, 177 
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NEW! — Specific instructions 
Gross and Jezer’s Treatment of Heart Disease 
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SULFASUXIDINEg—NEOMYCIN SUSPENSION WITH PECTIN AND KAOLIN 


for comprehensive antidiarrheal therapy... for the whole family | 


MAJOR ADVANTAGES: 1. ‘Sulfasuxidine’ and neomycin—for a comprehensive range 
of antibacterial action. 2. Pectin and kaolin—to detoxify and adsorb intestinal irri- 
tants. 3. Deliciously fruit-flavored. 4. Effective for specific and nonspecific diarrheas. | 


You can prescribe new CREMOMYCIN even when the 
whole family has diarrhea. It contains ‘Sulfasuxidine’ 
and neomycin. Both are sparingly absorbed — thus 
they are virtually nontoxic and their action is con- 
centrated in the intestine.’ Pectin and kaolin adsorb 
toxins and soothe the mucosa. 

Supplied: 8-oz. bottles, each fl. oz. (30 cc.) contain- 


Reference: 1. Poth, E. J., J.A.M.A. 153:1516 (Dec. 26) 1953. 


ing 3.0 Gm. ‘Sulfasuxidine,’ 300 mg. of neomycin 
sulfate, 0.3 Gm. of pectin and 3.0 Gm. of kaolin. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 
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A RESEARCH MILESTONE 


UNIVERSITY 
OF MICHIGAN 


JUN 25 1956 


MEDICAL 
LIBP SRY 


Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 


Specifically for Protein Anabolism— 


It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 


June 1956 


OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED—Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 

pOsAGE—The daily adult dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

supPLy — Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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Superior antacid action and... 


"For palatability, 
many patients prefer Maalox 


wa 


Maatox®, an efficient antacid suspension of magnesium- 
aluminum hydroxide gel, is smooth-textured, and always 


- 


pleasant to take. MAALOx was tested by thousands of hos- we — %, 

pital outpatients, who preferred it to other antacids. Indeed, ,’ __ tty Ascriptin Tablets ~*~, 

high patient acceptability (without danger of constipation) / (Aspirin buffered with Maalox) \ 

is one of the outstanding advantages of MAALOx therapy.” F © Doubles blood salicylate level \ 
As to chemistry: MAALOx has more acid-binding capacity ! @ Action more prolonged \ 

an aluminum hy _ e gel, and maintains its anta ' © Clinically proved. ' 

effect twice as long.’ \ Samples on request. : 
Supplied: Suspension, bottles of 12 fluidounces. \ J 

Tablets, bottles of 100. Samples sent promptly on request. \, Pg 

1. Kramer, P.: Med. Clin. North America, 39:1381, Sept. 1955. x - 

2. Morrison, Samuel: Am. J. Gastroenterology 22:309 (1954). 

3. Rossett, N. E., Rice, M. L., Jr., Gastroenterology 26:490 (1954). "“Hepneae 


better suited for antacid therapy’? 


WILLIAM H. RORER, Inc. 


PHILADELPHIA, PA. 
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@ Here’s evidence* that shows why 
you prescribe bone health for your preg- 
nant and lactating patients, Doctor, 
when you prescribe Cal-O-B Tablets. 
Ask the Warren-Teed man to show you 
this calcium and phosphorus solubility 
demonstration on his next visit. 


@ You'll see why the water-soluble, 
organic calcium glycerophosphate in 
Cal-O-B Tablets is the compound of 


CAl- O-B Tablets, Warren-Teed — each CAL-O-B Tablet contains 


phosphate 500 mg.; ferrous gluconate 200 mg.; 
vitamin D: (calciferol? 1,000 units; pyridoxine hydrochloride 1 
mg.; ascorbic acid 50 mg. Trace minerals: manganese 0.12 mg.; 
iodine 0.14 mg.; fluorine 0.1 mg.; bromine 0.1 mg.; copper 
0.75 mg.; potassium 5 mg.; zine 1.0 mg.; magnesium 0.12 mg.; 
silicon 0.2 mg.; molybdenum 0.1 mg.; boron 0.1 mg.; cobalt 
0.1 mg. Bottles of 100 tablets. 
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choice . . . supplying essential calcium 
and phosphorus that is soluble and ab- 
sorbable throughout the gastro-intestinal 
PH range. 


@ Absorbed phosphorus is necessary 
for fixation of calcium in bone... and 
the m.d.r. of both doubles in your pre- 
and post-natal patients. When you pre- 
scribe Cal-O-B Tablets you need not 
leave the patient’s phosphorus intake to 
dietary chance. 


@ That’s why we urge you to pre- 
scribe bone health . . . soluble, assimi- 
lable calcium glycerophosphate . . . Cal- 
O-B Tablets, Warren-Teed. 


*Evidence accumulated on calcium metab- 
olism during a 3-year Warreen-Teed labora- 
tory study and clinical investigation, 


THE WARREN-TEED PRODUCTS CO, 
COLUMBUS 8, OHIO 
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Pabiritt.....safest fast acting 
paba-salicylate combination 


Pabirin stops pain and does it fast and safely. 
Fast, because it’s a rapidly disintegrating 
capsule, not an enteric-coated tablet. It re- 
duces fever and swelling, improves the mo- 
bility of “rusty” joints, too. And it’s safe! 


PABA potentiates a low dosage of salicyl- 
ates and thus rapidly produces high and 
sustained blood levels because it retards 
salicylate excretion. Important: There’s 
neither sodium nor potassium in Pabirin. 
It can safely be prescribed for patients 
whose sodium intake has to be restricted. 


Pabirin is well tolerated: it contains plain 
acetylsalicylic acid; it’s best taken after 
meals. There are 300 mg. of vitamin C ina 
daily dose of 6 capsules to counteract the 
depletion of this vitamin under salicylate 
therapy. 


To sum it up: Pabirin, for rapid effective- 
ness, safety, and tolerance, is hard to sur- 
pass for long-term therapy of rheumatoid 
diseases. 


Each capsule contains: 


Acetylsalicylic acid .......... (5 gr.) 0.3 Gm. 
Para-aminobenzoic acid ...... (5 gr.) 0.3 Gm. 


Average dose: 2 to 3 capsules 3 or 4 times daily. 


Supplied: In bottles of 100, 500 and 1,000 
capsules. 


Pabirin is a preparation. 


SMITH-DorRSEY Lincoln, Nebraska 
A Division of The Wander Company 
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Now, for only $4950" G. E. brings 


you complete 200-ma x-ray facilities 


New PATRICIAN diagnostic unit 


— the low-cost x-ray unit- with major features 
you've always wanted. You get 81-inch angu- 
lating table * independent tube stand with 
choice of floor-to-ceiling or platform mount- 
ing * 200 ma-100 kvp, full-wave transformer 
and control * double-focus, rotating-anode 
tube. But that’s not all. 

You're equipped for vertical and horizontal 
radiography — Bucky and non-Bucky technics 
—even cross-table and stereo views. Focal-film 
distances up to full 40 inches at any table 


*f.0.b. Milwaukee, U.S.A, 


for radiography 


angle . . . as great as 48 inches cross-table. 

The new PATRICIAN features a counter- 
balanced fluoroscopic unit with full screening 
coverage. Even the new automatic reciprocat- 
ing Bucky is counterbalanced — self-retaining 
in all table positions. 

Contact your General Electric x-ray repre- 
sentative for details or demonstration, and be 
sure to have him explain the G-E Maxiservice® 
rental plan, Or write X-Ray Department, Gen- 
eral Electric Company, Milwaukee 1, Wiscon- 
sin, for Pub. D-61. 


Progress Is Our Most Important Product 


GENERAL ELECTRIC 
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The 

NEW 
Phenothiazine 
Derivative 


For the Management of the 
Acutely Agitated Patient 


e The acute alcoholic The acute psychotic ¢ The drug addict 


A promising new agent in chemopsychotherapeutics, 
SPARINE has demonstrated impressive effectiveness 
in controlling acute excitation without inducing 


significant side-reactions.'?" 


SPARINE is a new, clinically effective phenothiazine 
derivative, which may be administered intravenously. 
intramuscularly, or orally. ‘The route and dosage are 
determined by the extent of central-nervous-system 


excitation and by the patient’s response. 


Supplied: Tablets, 25, 50, and 100 mg., bottles of 50 and 500; 200 mg., 
bottles of 500. Injection, 50 mg. per ce., vials of 2 and 10 ce. 


1. Seifter, J., et al.: To be published. 2. Fazekas, J.F., et al.: M. Ann. 
District of Columbia 25:67 (Feb.) 1956. 3. Mitchell, E.H.: J.A.M.A. In press. 


*Trademark 


An Exclusive Development of Wyeth Research 
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chloride 
-—brand of refined benzalkonium chloride—is an antiseptic that is 


fast — kills many gram-positive and gram-negative bacteria in seconds. 


dependable - reliable bactericidal and bacteriostatic effectiveness combined with 
marked wetting and penetrating activity. 


well tolerated — virtually nontoxic and nonirritating to tissue cells — well tolerated 
in surface application or irrigation. 


versatile — for antisepsis in surgery, obstetrics and gynecology; urology; dermatology; 
eye, ear, nose and throat; pediatrics and general practice. Excellent for instruments, 
too!* 


economical — 1 oz. Zephiran concentrate makes 1 gallon of 1:1000 Zephiran solution. 
*with Anti-Rust Tablets (Winthrop) 


Zephiran® chloride scores every time! 


(| LABORATORIES 


New York 18,N.Y. ¢ Windsor, Ont. 


Zephiran chloride Tincture 1:1000 
tinted and stainless 
bottles of 8 fl. oz. and 1 gallon 


Zephiran chloride Aqueous SoLuTIoN 1:1000 
bottles of 8 fl. oz. and 1 gallon 


Zephiran chloride ConcENTRATE 12.8% 
aqueous solution (must be diluted 

— 1 oz. makes 1 gallon of 1:1000 
solution), bottles of 4 fi. oz. and 1 gallon Zephiran, trademark reg. U. S. Pat. Off. 1054M 
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Parenteral-like androgen effect without injection 


Patients with diminished androgenic activity improve 
satisfactorily on parenteral androgen therapy — but may 

feel “tied”? to your hypodermic needle. 

Fully as good results can be obtained with Metandren Linguets... 
for they are promptly absorbed buccally or sublingually 

into the systemic circulation, thus by-passing early inactivation 
in the liver and in the digestive tract. Twice as potent as 

orally ingested methyltestosterone, Metandren Linguets provide 
an effective, economical and convenient form of androgen therapy. 


Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


CIBA 
2/2275™ SUMMIT, N. J- 
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vasorelaxation 

more tissue oxygen 
improved metabolism. 
relief 

safe rapid sustained 


helps your peripheral vascular patients 
walk longer, further, in more comfort 


“strong muscle 
vasodilator activity 
and an adequate 
increase in 

cardiac output’’! 


“safe vasodilative 
agent of minimal 
toxicity and 

optimal tolerance’’? 


in intermittent claudication 
diabetic vascular disease 
Raynaud’s disease 
thromboangiitis obliterans 
ischemic ulcers 


night leg cramps 


JARLIDIN dilates peripheral blood vessels in distressed 
I muscles, relaxes spasm, increases both cardiac and peri 


Write for antes and literature 


arlington-funk 


Hdivision of U.S. VITAMIN CORPORATION 
250 East 43rd Street, New York 17, N.Y. 
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Duke University School 
of Medicine 


Diagnosis and Treatment of Carcinoma 
of the Prostate 

EDWIN P. ALYEA, M.D. AND 

EARL P. GALLEHER, JR., M.D. 


The Evolution of Infant Feeding and the 
Advantages and Disadvantages of 
Soured Milk Mixtures 

WILLIS B. BLUE, M.D. AND 

WILBURT C. DAVISON, M.D. 


General Principles in the Treatment 

of Acute Burns 

KENNETH PICKRELL, M.D., NICHOLAS 
GEORGIADE, M.D., HUGH CRAWFORD. 
M.D. AND CARTER MAGUIRE, M.D. 


Clinical Significance of a Sliding 
Hiatus Hernia 
W. C. SEALY, M.D. 


Therapy for Pulmonary and Systemic 
Fungus Diseases 
DAVID T. SMITH, M.D. 


Respiratory Resuscitation 
C. R. STEPHEN, M.D. AND L. W. 
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The Constitutionally Inadequate Patient 
HUGH A. MATTHEWS, M.D. 
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Pomeranze, J. et al.: Angiology, June, 1955. 


desire to raid the refrigerator!’’ That's one 
of many comments doctors report from patients 
who are losing weight with BIPHETAMINE. 


Through its sustained IONIC release, 
BIPHETAMINE provides a pre-determined 10-12 
hour appetite curbing action with a single daily 
capsule dose. You can predict weight reduction. 
Clinical evidence shows an average loss of 2 

to 3 lbs. per week in 92 out of 100 cases. Work 
capacity is also increased and mood improved. 


With BIPHETAMINE you can prescribe a “‘once- 
a-day’’ regime that patients find easy to follow. 
Rx Biphetamine or 
Biphetamine ‘20’ mg. 


BIPHETAMINE* 


*Pat. Pending RESIN 
PRE-DETERMINED ANOREXIA enh (, 
PREDICTABLE LOSS OF WEIGHT 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester, N.Y., U.S.A. 


June 1956 A-13 


: 
J 
| 
| 
aq 


NEW! 


Diggs — Morphology 
of Human Blood Cells 


Superbly illustrated help in diagnosing diseases of the blood 


Here is a rich new source of information on the characteristics of the many types 
of human blood cells. Magnificent color plates, photomicrographs and _ line 
drawings illustrate representative cells with an undeviating adherance to ae- 
curacy. Some of the color plates were first seen and appreciated in Abbott's 
“What's New”. More color plates have been added plus 54 black and white 
illustrations. All the explanatory text has been rewritten in more detail. 


Comparative morphology is emphasized and multiple illustrations are devoted 
to the differentiation of cell types most often confused. The author shows 
typical variations in size, shape and color of both normal and abnormal blood 
cells. An entire chapter is devoted to techniques of making and examining 
blood and bone marrow smears—plus procedures for staining. 


By L. W. Dices, M.D., Professor of Medicine and Director of Medical Laboratories, University of Tennessee and City of 
Memphis Hospitals. Consultant in Hematology, Armed Forces Institute of Pathology, Washington, D.C. With the assistance 
of DorornHy Sturm, Instructor, Memphis Academy of Arts; and ANN Bett, B.A., Instructor in Medicine, University of 
Tennessee. 181 pages 8’ x 1034”, with 86 illustrations, 32 of which are plates in color. $12.00 New! 


New (Sth) Edition! 
Major and Delp’s Physical Diagnosis 


Latest techniques on how to see, feel and bear abnormalities 


How to examine the entire body and how to recognize the physical signs that 
indicate the presence of disease or abnormal conditions. That’s what this very 
practical book tells you. But that isn’t all it does! It also gives the meaning— 
the clinical meaning—of these signs, and stresses the physical causes that are 
responsible for them. The authors emphasize those details that may mean the 
difference between an accurate diagnosis and a faulty one. They state plainly 
the pitfalls into which you may be led, and tell you just how to avoid them. 


For this New (5th) Edition the authors have greatly expanded the material on 
gynecologic diagnosis. Greater attention is given to topographic anatomy. More 
specific direction is given on methods of eliciting common reflexes. New illus- 
trations help you visualize recent developments in technique. 


By Rateu H. Major, M.D., Professor of Medicine and of the History of Medicine, University of Kansas; and Manion H. Detr, 
M.D., Professor of Medicine, University of Kansas, 358 pages, 6%” x 10”, with 536 illustrations. $7.00. New (5th) Edition! 


Use the convenient SAUNDERS order form on the next page ==> 
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NEW! 


Gross and Jezer's 


Treatment of Heart Disease 
Remarkably complete—covers every known cardiac disorder 


With heart disease so much in the limelight today, many a doctor wonders if 
the treatments he is using are the latest and best. This important new book is 
the answer to the doctor’s dilemma. It brings you today’s treatment of every 
known disease of the heart. 


The most impressive feature of the book is its remarkable completeness. For 
each disorder the authors describe the method of management that they them- 
selves have found most effective. They then present all alternative methods in 
use today, with comments on the advantages and disadvantages of each. They 
discuss complications, treatment failures, adverse reactions to drugs, and all the 
other circumstances which may affect the successful treatment of a cardiac 
patient. 


Instructions for treatment are specific and richly detailed. General therapeutic 
measures are carefully described. Selection of drugs, adjustment of drugs, and 
combinations of drugs are meticulously explained. Indications for operative 
treatment of the heart are presented at the appropriate points. 


You can get an idea of the book’s thoroughness from the fact that entire chap- 
ters are devoted to digitalis and to quinidine. There are also valuable chapters 
on pregnancy and heart disease, anesthesia and surgery in the cardiac patient, 
living with a sick heart, rehabilitation of the heart patient, and psychosomatic 
heart disease. An Appendix gives you full information of all of the diets which 
are today considered useful in cardiac disorders. 

Once you have a copy of this new book, you'll find it one of the most constantly 
useful references in your entire library. 


By Harry Gross, M.D., F.A.C.P., Attending Physician, the Montefiore Hospital; Assistant Clinical Professor of Medicine, 
Columbia University College of Physicians and Surgeons; and ApranaM Jezen, M.D., Attending Physician, the Montefiore 
Hospital; Assistant Clinical Professor of Medicine, Columbia University College of Physicians and Surgeons. 600 pages, 
61,” x 9%”, illustrated. About $13.50. Just Ready! 


Please send me and charge to my account: 


(] Gross and Jezer’s Treatment of Heart Disease_______________-_ 


: | W.B.SAUNDERS COMPANY, West Washington Square, 
Mail | 
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Diggs’ Morphology of Human Blood 12.00 
Major and Delp’s Physical 7.00 
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“,..clinically useful and effective..."' 


relieving arthritis and allied disorders 7 


Still another clinical report, based on a carefully 
analyzed series of 205 cases, has confirmed 

the value of BUTAZOLIDIN in arthritis and allied 
disorders: “Therapeutic effects... are, as a rule, 
quickly obtained and are easily maintained, and 
are usually noted within one week.””" 


In short-term therapy, in such conditions 
as acute gouty arthritis or bursitis, BuUTAZOLIDIN 
generally effects complete relief of pain, and 
often, equally complete resolution of 
inflammation, within a period of a few days. 
BUTAZOLIDIN being a potent In long-term therapy for the more chronic 
therapeutic agent, physicians arthritides, BUTAZOLIDIN in minimal required 
unfamiliar with its use are urged dosage (sometimes as little as 100 mg. daily) 
to send for detailed literature effectively retards the arthritic process with a 
before prescribing it. gratifyingly low incidence of relapse.? 


1. Denko, C. W.; Ruml, D., ond Bergenstal, D. M.: Am. Pract. & Digest Treat. 6: 1865, 1955. 
2. Holbrook, W. P.: M. Clin. North America 39: 405, 1955. 
Butazorioin® (phenylbutazone GEIGY). Red coated tablets of 100 mg. 


GEIGY PHARMACEUTICALS, DIVISION OF GEIGY CHEMICAL CORPORATION, NEW YORK 13, N. Y. 
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ast against 


favorable 


other oral dosage 


anywne 


Schering 


CHLOR- 
TRIMETON 


REPETABS 


forms for allergic needs 
CHLOR-TRIMETON Tablets, 4 mg. 
CHLOR-TRIMETON Syrup, 

2 mg./per teaspoonful (4 cc.). 
CHLOR-TRIMETON® maleate, 


brand of chlorprophenpyridamine maleate. 
Repetass,® Repeat Action Tablets. CT-J-61-256 
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REPETABS standard 


& for therapeutic 


| 


convenience 


daylong relief from a single dose 


CHLOR-TRIMETON REPETABS 8 and 12 mg. 
PRANTAL REPETABS 100 mg. 
GYNETONE REPETABS “.02” and “.04” 


CHLOR-TRIMETON® Maleate, brand of chlorprophenpyridamine maleate. 
PRANTAL® Methylsulfate, brand of diphemanil methylsulfate. 
GYNETONE,® combined estrogen-androgen. 

REPETABS,® Repeat Action Tablets. 
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XYLOCAINE® HCI SOLUTION ASTRA 
The Name That Marks a New Era in Local Anesthesia 


Xylocaine provides peak values in: 

e Duration e Clinical Effectiveness Clinical Tolerance Speed 
e Stability Versatility Clinical Predictability Safety Depth 
Trade Name: XYLOCAINE Generic Name: lidocaine* ‘ 
Chemical Name: ° -Diethylaminoaceto-2,6-xylidide 


Chemical Structure: 
Potency: Two to three Gees that of procaine. 
Duration of Action: Two to three times that of procaine. 
Anesthetic Index: 1.8. Surface Anesthetic Index: 8. 


Safety Factor: Two to three times that of procaine (because smaller 
concentrations and volumes are clinically as effective). 


Sensitivity: Allergic manifestations and sensitizing reactions 
have never been reported. 


Inhibition of Therapeutic Action of Sulfonamides or Antibiotics: None. 


Versatility: Effective in local infiltration anesthesia; in major conduction 
anesthesia; in temporary therapeutic blocks for relief of pain; 
in topical anesthesia. 


Available on Request: Descriptive literature, bibliography, and trial supply. 


Supplied: Vials, 0.5%, 1% and 2% in 20 cc. and 50 cc. without and 
with epinephrine 1: 100,000; 100 cc. vials, 1% without epinephrine. 
Ampoules, 2 cc. 2% without and with epinephrine 1: 100,000. 


*U. ©. PATENT NO. 2.441.498 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass. Se 


June 1956 A-17 


: 
| 
| 
q 
4 
( 
| } 
3 
f 


Every doctor should relax and get away 
from his professional worries (i.e., income tax, 
office rent and poker debts). Occasionally, 
the best way is a little light reading. Pick up 
one of your wife’s magazines and note the 
titles such as “Is your husband true?” (for 10 
cents in coins or stamps you can get the psy- 
chologic test questions to find out), or “How 
to live with your husband’s hernia”—these 
may be more interesting than the other fic- 
tion. Marriage and one of its by-products, 
children, seem to be the most prevalent 
sources of medical articles at the moment. A 
column, “How to hold your husband” (legally 
speaking), by a lady wrestler who’s been mar- 
ried six times is filled with sound advice and 
new holds. 

Even if you prefer your information from 
the professional journals (read mostly by 
doctors’ wives), you still have to keep up with 
your patients, since some spend more time 
with the articles than with their children and 
can never decide what “phase” their little 
Willie is in. Willie is usually misunderstood, 
particularly by the next door neighbors who 
move in and out so fast you’d think the place 
was haunted. Willie’s school teachers aren’t 
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very tolerant either—they claim he’s the most 
destructive creation since the H-bomb. His 
mother calls the doctor’s office after each new 
article on children. The call is always an in- 
terrupting emergency as follows: 

“Doctor, what ‘phase’ is Willie in?” 

“What's he done now?” you ask, listening 
for sirens and looking out the window for 
smoke. 

“Nothing, but I just read this article which 
says it’s normal for children to bite—” 

“At 17?” you ask incredulously, wondering 
if psychiatry had scored another advance. 

“The article didn’t say how long the ‘phase’ 
was supposed to last,” she adds. 

“Who wrote it?” 

“How should I know? Some authority—he 
had a funny name.” 

“All authorities have ‘funny’ names—was 
he an M.D.?” 

“No, he was a doctor.” This puts the lid on 
any further questions regarding the article. 

The more relaxing articles are those con- 
cerned with the mind and have titles such as 
“What makes you think you are sane?”, “I ran 
amuck” or “Do you need shock treatment?” 
After reading a couple you may conclude you 
aren't too normal or you wouldn’t have read 
the articles in the first place. 

For patients, the most informative articles 
are those on drugs so new that they haven't 
got a disease to go with them yet. Recently a 
patient of mine named Pebo (this is an old 
Indian word which roughly translated means 
“dead beat”) dropped in. Pebo is known 
around town for his one virtue—no one in the 
memory of man has ever seduced him into 
paying a debt. He has been diagnosed as hav- 
ing auto- as well as alcoholic intoxication, 
“sleeping sickness” and narcolepsy in about 
that order, besides being pronounced dead a 
couple of times. The most energetic thing he 
ever did was to acquire syphilis. 

“Pebo,” I said, “what’s your trouble?” 

“I got the ‘tension.’” 

“How does it bother you?” I asked. 

“Like the article said, Doc, I’m escapin’.” 

“You—escaping from what?” 

“The ‘tension, Doc. This here article says 
all us tired people are real troubled.” 

“You—troubled?” 

“Seems so, Doc. You gotta start keepin’ up. 
Why, I ain’t had a real cure in months. Got 
any fresh samples???” 
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THE MILTOWN MOLECULE 


the tranquilizer with 


KNOWN 


CONTRA-INDICATIONS 
ideal for prolonged therapy 


@ Effective in anxiety, tension and muscle spasm 

@ Well tolerated—not habit forming—essentially non-toxic 
e@ Does not produce depression 

e Orally effective within 30 minutes for a period of 6 hours 


e Supplied in 400 mg. tablets. Usual dose: 1 or 2 tablets—3 times a day 


Miltown 


the original meprobamate—2-methy|-2-n-propyl-1,3-propanediol dicarbamate—U.S. Patent 2,724,720 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. WW) 
As. 


Literature and Samples Available on Request 
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coloric intake 


can /t supply? 


A striking observation was made in a 
recently reported nutrition study. Un- 
dernourished children in a German 
orphanage, placed on diets providing a 
high percentage of their total calories 
in the form of bread, not only improved 
in health, but ‘‘in spite of the simple diet 
provided” gained in weight and increased 
in height at a highly satisfactory rate.* 

The children received daily supple- 
ments of vitamin A, 2000 I.U., vitamin D, 
1000 I.U., and ascorbic acid, 25 mg. 

In the words of the investigators: ‘‘One 
of the most striking findings, . . . and 
perhaps the most unexpected one, was the 
remarkable way in which the general con- 
dition of all the children... improved...” 

“Probably the most important finding 
concerns the high nutritive value of 
wheat in any of the forms customarily 
consumed by man... . [The diets fed] 
provided undernourished children aged 
5-15 years with all the nutrients required 


for a high rate of growth and develop- 

ment for a period of 18 months.” 
Enriched bread, made from 70 per 

cent extraction flour and very similar 

to enriched bread sold in the United 

States, wasamong the breads used. While 

the diets used in this study are not jus- 

tified in this country with its abundant 

food supply, hence do not merit consid- 

eration for applicability here, they never- 

theless serve to emphasize again the high 

nutritional value of 

enriched bread. 

*Widdowson, E. M., and 

McCance, R. A.: Studies on the 

Nutritive Value of Bread and 

on the Effect of Variations in the 

Extraction Rate of Flour on the 

Growth of Undernourished 

Children, Medical Research 

Council, Special Report Series, 


No. 287, London, Her Majesty’s 
Stationery Office, 1954. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


AMERICAN BAKERS ASSOCIATION 20 North Wacker Drive « Chicago 64, Illinois 
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Nuisance 
in Any 
Practice 


Every time this patient 
comes in she has a different 
symptom. You know most of it is 
mental, but you want to quiet her 

fears and anxieties. 


Butisol Sodium gives calming, tranquiliz- 
ing ‘“‘daytime sedation’’— its action and 
safety have been tested in the crucible of 

mass clinical use throughout the years. 


BUTISOL’ SODIUM 


BUTABARBITAL SODIUM, McNEIL 


| McNEIL | 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 


TABLETS 15 mg. 30 mg. 
(A gr.), SO mg. (% gr.), 100 mg. 
QYgr.), R-A (Repeat Action) 
30 mg.and60 mg. 
ELIXIR, 30 mg. (2 gr.) 
perS cc. 


CAPSULES, 
100 mg. (144 gr.) 
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HOSPITAL-TESTED 


SURGILAR 


STERILE PACK SURGICAL GUT 


A REVOLUTIONARY CONCEPT 
IN SUTURE PACKAGING! 


IMPROVED PATIENT CARE! Ask Your D&G Represen- 
tative ‘Lo Show You ‘The New SURGILAR Package 
‘That Eliminates Glass From The O.R., Cuts Prepara- 
tion Time By 1/3, Delivers Superior Surgical Gut Free 


From Kinks Or Bends, Saves 50° Storage Space. 


Another Outstanding Research Product Of 


Davis « Geck, inc 


A UNIT OF American Cynamid Company 


DANBURY, CONNECTICUT 


*Trademark 
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“may be unique as a wide-spectrum 
antimicrobial agent that is bactericidal, 
relatively nontoxic, and does not 
invoke resistant mutants.’”” 


uradantin 


BRAND OF NITROFURANTOIN 


im ancl Chronic, pyelonephritis , Cystilis prostatitis 


Percentage of Effectiveness of Furadantin Against Various Strains of Bacteria in Vitro 


Aerobacter 

aerogenes 
Furadantin 82.1 
Antibiotic A 71.4 
Dihydrostreptomycin 14.2 
AntibioticB 3.5 
Penicillin 3.5 
Antibiotic C 14.2 


Proteus 


66.6 


55.5 
25.9 
0 

0 
7.4 


Paracolo- 
bactrum 
sp. 

31.2 


25.0 
12.5 


18.7 


Micro- 
coccus 
pyogenes 


91.9 


93.5 
38.7 
66.1 
27.4 
46.7 


Strepto- 
coccus 
pyogenes 


93.9 
96.9 
27.2 
63.6 
39.3 
72.6 


Esche- 
richia 
coli 


66.0 
28.0 


Pseudo- 
monas 
aeruginosa 


26.6 
6.6 
2.2 

0 


PTEO FROM PERRY* 


Furadantin’s “high degree of effectiveness against bacteria responsible 


for urinary tract infections is brought out by this study. 


990 


Furadantin dosage—simple and safe: Average adult dose is 100 mg., 
q.i.d., (at mealtime, and on retiring, with food or milk). Average daily 
dosage for children is 5 to 7 mg./Kg. in four divided doses. 


SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. 
Oral Suspension, 5 mg. per cc., bottle of 118 cc. 


REFERENCES: 1. Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 2. Perry, 


R. E., dr.: North Carolina M. J. 16:567, 1955. 


NITROFURANS—A NEW CLASS OF ANTIMICROBIALS—NEITHER ANTIBIOTICS NOR SULFAS 
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Your 


® LIVER BIOPSY 


Q. 1 would appreciate information regarding 
the technic of performing biopsy of the liver and 
would also like to know the indications and con- 
traindications for the procedure. 


M.D.--Mexico 


A. Indications for biopsy of the liver are: (1) 
hepatomegalia, (2) evidence of liver dysfune- 
tion, (3) jaundice when the clinical history and 
laboratory examinations are inconclusive, (4) 
in cases of suspected primary hepatoma or meta- 
static malignancy in the liver, and (5) in deter- 
mining the prognosis and following the response 
to treatment in patients with Laennec’s cirrhosis, 
infectious hepatitis, postnecrotic cirrhosis, ete. 

The contraindications are: (1) any increase 
in bleeding tendency; a prothrombin time is al- 
ways done before biopsy, (2) intra-abdominal 
infection, such as peritonitis or liver abscess, 
and (3) an uncooperative patient. 

Needle biopsy of the liver is much better dem- 
onstrated than it is described. A 17 minute movie 
on needle biopsy of the liver which demonstrates 
the technic is available from the Cleveland Clinic 
for interested physicians. 

Both the subcostal and intercostal approaches 
are used. The subcostal approach is used in pa- 
tients with enlarged livers; the intercostal ap- 
proach, usually in the eighth or ninth interspace 
in the axillary line, is used in patients who do 
not have palpable livers. The intercostal approach 
is preferred by Schiff and others in all cases, as 
they feel the diaphragm acts as a tamponade. 

The Vim Silverman needle is used for the 


westlons answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


biopsy. It is not necessary to use the trocar; the 
forceps can be used initially. This saves time in 
doing the biopsy and we feel the quicker the 
hiopsy is done, the better. With the subcostal ap- 
proach, the biopsy is done in deep inspiration 
with the patient holding his breath so the liver 
is as low as possible. With the intercostal ap- 
proach, the biopsy is done in deep expiration, 
again with the patient holding his breath. 

The site is selected and prepared with anti- 
septic solution, Local anesthetic is injected under 
the skin, along the course the biopsy needle will 
take, and under the capsule of the liver. The 
Vim Silverman needle with the biopsy foreeps 
in the needle is inserted into the liver. The biopsy 
forceps are extended; then the needle is extended 
and turned to cut a part of liver tissue. The 
needle with the biopsy forceps then is rapidly 
withdrawn, removing a part of liver tissue. 

In 800 biopsies of the liver that we have done 
complications have been few. One patient who 
was in the terminal stages of Hodgkin’s disease 
died; biopsy was probably contraindicated in 
this patient because of increased bleeding tend- 
ency. After biopsy one patient required opera- 
tion because of a tear in the liver capsule and 
hemorrhage. 

Such needle biopsy of the liver has been most 
useful in primary hepatoma of the liver and in 
metastatic malignancy of the liver. Needle biopsy 
in these cases enables one to make a tissue diag- 
nosis without subjecting the patient to an ex- 
ploratory operation. Without a tissue diagnosis 
in malignancy, we do not know whether we have 
done everything possible for the patient. 


(Continued on page A-27) 
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IS THE DIFFERENCE 
TRANG 


Comparison of the effect of Raudixin (tranquilizer) and a 
barbiturate (sedative) on the cortical electroencephalogram 


No drug. 


After Raudixin. E. E.G. not altered. 


After barbiturate. Typical “spindling” effect. 


Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz- 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


SUPPLY: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 


SQUIBB Squibb Quality—the Priceless Ingredient PRAUDIXIN’® 1S A SQUIBB TRADEMARK 
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Give your patient that extra lift with “Beminal” 817 


MEDICINE 
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Your Questions Answered 


© DEAFNESS DUE TO DIHYDROSTREPTOMYCIN 


Please suggest treatment for perceptive deaf- 
ness due to dihydrostreptomycin. What is the 
status of treatment with vitamin A? What other 
medical preparations are worth clinical trials in 
this condition—without any adverse effect on 
apparently arrested pulmonary tuberculosis? 


M.D.— Philippine Islands 


At present there is no treatment which im- 
proves the hearing in cases of perceptive deaf- 
ness due to dihydrostreptomycin. As far as is 
known, no such cases have been reported in 
which vitamin A has proved helpful, nor is there 
other medical treatment worth clinical trial. 


@ POSSIBLE COMPLICATED DELIVERY 


I would appreciate an opinion regarding the 
possibility of a normal delivery, as well as pro- 
cedures to be followed, in the following case: 

The patient is a 32 year old woman in good 
health; her height is 5 ft. 6 in., weight, 140 Ib. 
Her first child, a 6 lb. 4 0z. male, was born in 
1950 following a normal nine hour labor. The 
second child, a 6 lb. 2 0z. male, was delivered at 
term in 1952 by cesarean section due to placenta 
praevia. The third child is due in four months. 


M.D.—Canada 


The chances are excellent that the patient 
will have her third child safely by the vaginal 
route. She should be followed very closely dur- 
ing labor by the obstetrician himself and not by 
any less experienced person. Labor should be 
conducted in a room set up for emergency sec- 
tion, and not be long and hard. 

If the cervix begins to dilate toward the end 
of the pregnancy and the head enters the pelvis, 
there should be little doubt about the safety of 
vaginal delivery. If, on the other hand, the in- 
fant is larger than the previous children and if 
the head does not enter the pelvis—and particu- 
larly if the cervix does not become effaced and 
dilated before the onset of labor—an elective 
cesarean section is recommended. 

If the patient should have extremely hard 
pains during labor without some advancement 
of the presenting part, this would be considered 
a potential threat of rupture. Actual rupture 
would be indicated by sudden continuous pain. 
usually beginning with a labor pain, together 
with evidence of shock. 
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Give your patient that extra lift 
with “Beminal” 817 when high 
vitamin B and C levels are required. 


“Beminal” 817—each capsule contains: 


Thiamine mononitrate 25.0 mg. 
Riboflavin (Be) ................ 12.5 mg. 
Pyridoxine HCl (Be) 3.0 mg. 
Cale. pantothenate 10.0 mg. 
Vitamin C (ascorbic acid) .......................... 150.0 mg. 


Vitamin B.2 with intrinsic factor 
CONCENETALE 1/9 U.S.P. Unit 


New improved formula 


“BEMINAL: 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules. 


or AYERST LABORATORIES 
New York, N. Y. Montreal, Canada 
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onthe aud-the gaboo— 


Gantrisin (acetyl) Pediatric Suspension is the answer to both 


the infectious organism and the bugaboo of medicine taste. 


Gantrisin is a single, soluble,wide-spectrum sulfonamide, 


well tolerated by all ages. The acetyl form has a fine rasp- 


berry flavor -- no medicine taste. 


Gantrisin - brand of sulfisoxazole 


® 
Gantrisin (acetyl) - brand of acetyl sulfisoxazole 
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BETTER 


results are obtained 

with STERANE'—3 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 

complete and maintained for 

longer periods with relatively 
small doses.’” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
rardiae failure requiring 
therapy...’” 


in bronchial asthma 


teran 


brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100, Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored, 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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CHARGE SUMMARy 


of Erythrocin 


Subjective 
Side effects, 


did not Show 


“Communication to Abbots Laboratories 


Patient, male, age 49 » entered hospital With 
Sum Be 4 history of sore throat Starting 48 hours Previous 
| 
Physical] €xamination revealed throat to be 
c- eee infected and red With severe hyperplasia of 
lymphoid tissues, Throat Culture revealed 
4 Group A beta hemolytic Streptococcus. 
i Patient was Started on 209 mg, 
four times a day for ¢ 
No 
ures taken Subsequently 
Group A beta hemolytic Streptococcus, 
Final Diagnosis: acute Streptococcal] Pharyngitis, 
Result: Tapid and Complete recovery with 
Erythrocin, 
| 


specific against 
coccic infections 


Specific—because you can actually pinpoint the 
therapy for coccic infections. That’s because you know 
most bacterial respiratory infections are caused by ihe 
staph-, strep- and pneumococci. And these are the very +a 
organisms most sensitive to EryTHROCIN—even when 
they resist penicillin and other antibiotics. 


filmtab’ 
Erythrocin 


(Erythromycin Stearate, Abbott) 
STEARATE 


with little risk 
of side effects | 


Low toxicity—because EryTHROCIN (in contrast to many 
other antibiotics) rarely alters intestinal flora. Thus, 
patients seldom get gastroenteral side effects. 

Or loss of vitamin synthesis in the intestine. No allergic 
reactions, either. Filmtab EryTHROCIN Stea- 

rate (100 and 250 mg.), bottles of 25 and 100. O8Gott 


(Erythromycin Stearate, Abbott) 
\ STEARATE 


®Filmtab — film-sealed tablets; pat. applied for 
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PERSISTENT relief of pain 
with 

non-narcotic 


TRADE MARK—PAT. PEND. 
For patients with arthritic and rheumatic involvements, 
bursitis, myalgias, neuralgias and other types of pain relieved by 
salicylates. Persistin enlists the recuperative powers of 
uninterrupted natural sleep and permits the avoidance 
of hypnotics in many cases. 
The unique formula of Persistin provides: 
1. Rapidly effective analgesia by a quickly absorbed salicylate. 
2. Long-lasting analgesia by a salicylate that 
is slowly absorbed. Analgesic levels of salicylate persist 
in the blood for 5 to 8 hours. 
Each Persistin tablet contains: Usual dosage: Adults — three tab- 
acetylsalicylic acid 2% gr. (160 mg.) lets before retiring. Children — 
salicylsalicylic acid 7% gr. (480 mg.) age 2-4 one-half tablet; age 5-9 
one tablet; age 10-12 one and 


Supplied: Bottles of 90 uncoated, one-half tablets; age 13 and over 
scored tablets two tablets, 


PERSISTIN 
. . another unique formulation of 


Detroit 11, Michigan 
Literature on request 
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of late news of interest to the practicing physician 


BIvLOGIC INVESTIGATIONS 


Hich lights of the 40th annual meeting of the Federation of American Societies 
for Experimental Biology. 

@ Salk vaccine is as effective in infants and preschool children as in older 
groups.—Drs. Gordon C. Brown and Donald C. Smith, University of Michigan. 

@ Individuals taking 6 gr. of secobarbital (SECONAL®) or pentobarbital 
(NEMBUTAL") daily for several weeks showed no signs of physical dependence 
following discontinuance of the drugs. However, psychologic dependence at this 
dose level can occur. With 10 gr. daily, convulsions or a delirium can result on 
withdrawal; with 13 gr., convulsions followed in 75 per cent of patients and 
delirium in 60 per cent.—Dr. H. F. Fraser and associates, National Institute of 
Mental Health, Addiction Research Center, Lexington, Ky. 

® A synthetic powder, administered intravenously and containing 40 in- 
gredients, may be of benefit in the feeding of cancer patients, allergy victims and 
premature infants. The diet includes amino acids, crystalline vitamins, organical- 
ly bound phosphate, glucose and salts——Dr. Sanford M. Birnbaum and associ- 
ates, National Cancer Institute. 


HEART ATTACK DIAGNOSIS 


A sudden surge in the activity of two metal enzymes in the blood, plus a drop in 
the level of zinc in the blood serum, can help in the diagnosis of a heart attack as 
early as four hours after it has happened, according to Dr. Warren Wacker, Har- 
vard Medical School. The enzymes are lactic dehydrogenase and malic dehydro- 
genase. They can be measured in a drop of blood by means of an instrument 
which the physician can carry in his bag. 


ADVANCING CHEMICAL FRONT 


High lights of the 129th annual meeting of the American Chemical Society. 
Dallas. 

@ A new male sex hormone, considered more potent than oral methyltes- 
tosterone and free of undesirable side effects, has been tried clinically with en- 
couraging results.—Dr. John C. Babcock, The Upjohn Company, Kalamazoo. 

@ Anti-inflammatory activity is found to be a property of bioflavonoids, 
opening new avenues of research in such conditions as inflammatory arthritis, 
bursitis and cystitis—Dr. Louis Freedman, U.S. Vitamin Corporation, New York. 

@ Chloroquine mustard, derived from nitrogen mustard and chloroquine, 
combines the cancer-destructive activity of nitrogen mustard with the ability of 
chloroquine to localize in certain body tissues. Clinical tests are under way at 
several cancer centers.—Charles C. Price, University of Pennsylvania chemistry 
department. 
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Whats Happening in Medicine 


BACTERIOLOGIC PROGRESS 


High lights of the 56th annual meeting of the Society of American Bacteriolo- 
gists in Houston. 
i @ A new rabies vaccine made from duck embryo tissue eliminates the haz- 
ards of neuroparalytic accidents.—Drs. H. M. Powell and C. G. Culbertson, Lilly 
Research Laboratories, Indianapolis. 

@ A new influenza drug has reduced mortality from 75 per cent to zero in 


ie mice. The drug, called caprochlorone, is not yet ready for clinical trial——O. C. 

~ Liu and associates, Sharp and Dohme, Div. of Merck & Co., Inc., West Point, Pa. 

P e @ Tuberculosis in a group of polio vaccine-inoculated children did not pre- 
vent their developing immunity to polio.—Dr. Gordon C. Brown, University of 

Michigan. 

= @® A dried vaccine effective against plague has been developed. The vaccine 


can be produced in great quantities and stored for long periods of time.-—Drs. 
S. F. Quan, T. H. Chen and K. F. Meyer, University of California. 

® Tuberculosis organisms have been found to grow readily in tissue cultures 
of the HeLa strain of human cancer cells. This provides a convenient, rapid 
; system of screening large numbers of antituberculosis drugs——Dr. Charles C. 
Shepard, Communicable Disease Center, Montgomery, Ala. 


(CANCER RESEARCH 
a High lights of the 47th annual meeting of the American Association of Cancer 
a Research, Atlantic City. 


@® Eight of 15 women with advanced cancer of the breast were maintained 

successfully without supplemental cortisone for periods of two weeks to 26 

months after transplantation of the adrenals to the spleen.—Dr. Ralph L. Byron, 
— Jr., City of Hope, Duarte, Calif. 

@ A fraction of cigarette tar causing skin cancer in animals has been iso- 

lated. It represents less than 2 per cent of the total tar——Dr. Ernest L. Wynder. 

Sloan-Kettering Institute for Cancer Research, New York, and Dr. George 
Wright, University of Toronto. 

® Preliminary trials with a new agent, DON (6-diazo-5-oxo-L-norleucine ), 

on 67 patients with a variety of advanced cancer showed some evidence of ob- 

jective response in three adults and one child. Eight others had temporary gen- 

eral systemic improvement but no measurable changes in the size of the cance 

lesion.—Dr. C. B. Magill. Sloan-Kettering Institute. 


INTERNAL MEDICINE 
High lights of the 37th annual session, American College of 
Angeles. 
@ On a 50 gm. fat diet with a minimum of 60 gm. of protein daily and suf- 
o ficient carbohydrate intake to bring the calorie total to 1800 to 2000 daily, the 
frequency and severity of exacerbation of multiple sclerosis are significantly 
reduced. The longer patients are on the diet, the greater the benefit—Dr. Roy L. 
Swank, University of Oregon. 
® In the practical management of rheumatic diseases, prednisone or pred- 
nisolone should be the drug of preference when salt and water retention is an 
actual or potential problem, and in patients who do not respond adequately to 
the older steroids, or who escape control after their prolonged use. Hydrocorti- 
sone is indicated in patients with a past history of peptic ulcer and gastric irrita- 
tion from the new steroids.—Dr. Edward W. Boland, Los Angeles. 
@ Addition of chlorpromazine to morphine and meperidine heightens the 
analgesic properties of either. Duration of pain relief in longer and smaller doses 
of narcotics is needed.—Dr. George L. Jackson. Harrisburg, Pa. 
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with allergy 
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prescribe full enjoyment of springtime 


(PYRROBUTAMI NE COMPOUND, LILLY) 


Each pulvule provides the complementary 
effects of: 


‘Pyronil’ (Pyrrobutamine, Lilly) 15 mg. 


The allergic patient can enjoy springtime to ary l (Thenylpyramine, ~— 
the fullest: ‘Co-Pyronil’ often eliminates dis- 
tressing symptoms without causing side- (Cyclopentamine Hydrochloride, 
este Lilly) 12.5 mg. 
F Dose: Usually 1 or 2 pulvules every eight 
ae to twelve hours. Increase or decrease as 
Because ‘Co-Pyronil’ is unusually long-act- needed. 
ing, it affords the patient continuous relief Also: Suspension CO-PYRONIL 
without the inconvenience of frequent doses. One-half the above formula in each 5-ce. 


teaspoonful. Deliciously flavored. 
Also, the bedtime dose keeps the patient —— pulyules CO-PYRONIL, Pediatric 


symptom-free throughout the night. Tablets PYRONIL, 15 mg. 


) 
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faster relief of pain, 
photophobia 


better control of inflammation, 
edema, allergy 


N effective against common eye 
> pathogens 


extremely well tolerated 


for inflammatory, allergic, infectious or traumaiit 
eye conditions amenable to topical therapy—rapidy 
potent, topical Meti-steroid and anti-infective action 


supplied: METImyp Ophthalmic Suspension-Srerile: prednisolone acetal 
(METICORTELONE Acetate) 5 mg. per cc. (0.5%) suspended in an isotonit 
buffered and preserved solution of sulfacetamide sodium 100 mg. per @@ 
(10%), 5 cc. dropper bottle. MeTIMyp Ointment with Neomycin: each gai 1 
contains 5 mg. prednisolone acetate (METICORTELONE Acetate), 100 mg 
sulfacetamide sodium and 2.5 mg. neomycin sulfate (equivalent to 1.75 mBq 
neomycin base); ¥% oz. tube, boxes of 1 and 12. 


MeEtTIMyp,* brand of prednisolone acetate and sulfacetamide sodium. 
METICORTELONE,® brand of prednisolone. 
“T.M. 
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Editors 


Dr. Thomas A. Gonzales 
Dr. Milton Helpern 


Dr. Samuel A. Levinson 


Forensic Medicine —The Pathologist 
and the General Practitioner 


THEODORE J. CURPHEY* 


Chief Medical Examiner, Nassau County, New York 


@ye of the tangential 
points at which medi- 
cine touches the social 
welfare of the commu- 
nity concerns itself with 
that limited segment 
known as forensic medi- 
cine. It is here that 
medicine, law and the 
community meet to care 
for those problems that 
lie outside of the larger 
and more clearly delin- 
eated segments that em- 
brace the field of public health and personal 
medical care. 

One of these problems deals. for example, with 
the responsibility of medicine to the citizen in 
seeing that his economic interests and those of 
his family are adequately protected in the event 
that he suffers injury or death either as a result 
of certain hazards of his occupation or as a re- 
sult of accident or misadventure. 

Another concern is the responsibility of medi- 


THEODORE J. 
CURPHEY 


*Director of Laboratories, Meadowbrook Hospital, Hempstead, and 
Chief Medical Examiner, Nassau County, New York. 
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cine to the community in seeing that adequate 
and impartial investigations, utilizing the body 
of existing scientific knowledge. are conducted 
in cases of criminality involving bodily harm or 
loss of life. 

In these two major spheres of effort medicine 
needs to enter into close partnership with the 
law, and from the point of view of community 
interest and welfare it is axiomatic that both 
groups should work together. each in turn con- 
tributing its share of special skill in a thorough- 
ly impartial manner and for the common good. 

A review of the current state of forensic medi- 
cine in this country reveals a serious state of af- 
fairs. The situation stems from an apparent lack 
of willingness on the part of both medicine and 
the law jointly to accept these responsibilities. 
and then in partnership to evolve a program of 
action to meet the demands, based on increasing 
needs for more modern and scientific medico- 
legal investigation. The seriousness of the situa- 
tion is further increased by the fact that, con- 
trary to general experience in other areas of 
social progress, little or no pressure based on 
informed public opinion is being exerted on 

(Continued on page A-38) 
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announcing 
the completely different 
ataraxic... 
specifically for the 
non- psychotic, 


tense, anxious patient 


PEAC 


of mind 


ATARAX 


(hydroxyzine hydrochloride) 


eases tense patients into emotional calmness, 
yet leaves them mentally alive and alert 


faster-acting / ataraxic effects begin within fifteen minutes. 


more effective / rclaxes tense patients on lower mg. dosage without 
disturbing mental acuity. 


greater safety / free from side effects. No toxic action on liver, blood or brain. 


Dosage: Adults, usually one 25 mg. tablet 3 times daily. 
Children, usually one 10 mg. tablet 2 times daily. 
Chicago 11, Illinois Adjust according to patient’s needs. 


Supplied: In 25 mg. (green) tablets, and 10 mg. (orange) 
tablets, bottles of 100. 
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Forenst 


these two groups to stimulate their progress. 

As a result. then. of the general apathy pres- 
ently demonstrated by the public and also by the 
medical and the legal professions. we are liter- 
ally starving in the midst of plenty. insofar as 
the application of scientific knowledge to the field 
of forensic medicine is concerned. 

Obviously this state of affairs will not last for 
long: indeed in certain areas of the country. 
notably at this time in Minnesota.' the press is 
alerting public opinion to the shortcomings of 
our present methods of medicolegal investiga- 
tion. As is frequently the case in medical matters. 
however. more emphasis is placed on the lurid 
and more inconsequential aspects of the prob- 
lem than on the main issues themselves. Conse- 
quently an alerted public does not necessarily 
become an informed one. 

When the problem is approached from the 
medical viewpoint. it is seen that there are two 
major groups in the profession that have much 
to contribute to progress in this field: namely. 
the pathologists and the general practitioners. 

As far as the pathologist is concerned, his is 
frequently the major role in establishing the 
factual evidence in any medicolegal investiga- 
tion, no matter whether the problem concerns a 


Vedicine 


living or a dead patient. Contrary to popular lay 
and even medical conception. the present-day 
pathologist is as much concerned with the diag. 
nosis and treatment of the living patient as with 
the interpretation of disease processes in the fatal 
case. In the last two decades especially. the pa- 
thologist has emerged from the deadhouse to 
take his place alongside the clinician. In so do- 
ing. he has established for himself a_ singular 
degree of usefulness. well recognized especially 
in the fields of cancer diagnosis and of forensic 
medicine. 

Unfortunately, at this time. not all patholo. 
gists are willing to assume this responsibility, 
frequently because of a feeling of insecurity 
based on lack of experience in the area where 
medicine and the law have a common interest. 
However, more trained men are showing an in- 
creasing willingness to assume this community 
responsibility. As a result they are deriving great 
satisfaction from the contribution their efforts 
are making to the scientific development of fo- 
rensic medicine and its application to medico- 
social interests of their communities. 

If it is remembered that the solution of many 
medicolegal problems centers around the proper 


(Continued on page A-10) 
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tablet 
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First, hold tablet under the tongue 5 minutes for fast sublin- 
gual action of aludrine (Isopropyl arterenol). 


Then, swallow tablet for 4-hour protection with theophylline- 


ephedrine-phenobarbital. 


Your asthma patients will prefer convenient NEPHENALIN. 
One tablet as needed (up to 5 a day). Bottles of 20 and 100. 
TuHos. LEEMING & Co., INc., New York 17, N.Y. 


Nephenalin 


( for adults) 


Nephenalin 
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TENSION IS TEMPERED...with 
Butiserpine’ 


(Butisol and Reserpine) 


‘Just the right amounts”’ of two valuable, complementary drugs — Butisol” 
Sodium 15 mg. and Reserpine 0.1 mg.—to quickly relax tension and hold 
the patient on a smooth course, without disturbing side-effects. 


BUTISERPINE—in cardiovascular-nervous conditions 
tablets 100s 


McNEIL 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 
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Forensic Medicine 


performance of an autopsy or the skilled inter- 
pretation of a properly performed laboratory 
test, or the gross and microscopic interpretation 
of certain tissue changes in cases of injury or 
disease, it readily becomes apparent how neces- 
sary it is for this group of specialists to put their 
knowledge at the disposal of the community to 
assist in the proper administration of justice. 
The crying need at the moment for more fo- 
rensic pathologists in this country was empha- 
sized by Werne in his discussion of a recent 
paper on the responsibility of the pathologist to 
forensic medicine.” He said, “There is a great 
need for planning a systematic approach to the 
existing problem, with full recognition being 
given to the fact that no one can be a forensic 
pathologist who is not first a trained general 
pathologist, a corollary to this being that every 
pathologic laboratory is a nucleus for the de- 
velopment of a good medicolegal jurisdiction.” 
Werne also pointed out that once pathologists 
are given the opportunity to work in the field of 
forensic medicine, they must be willing to per- 
form the duties of a public pathologist. He fur- 
ther stated that there is no reason why the pa- 
thologist should regard forensic medicine with 
hostility or lack of interest any more than he 
can be excused for resisting the advances offered 
by cytologic diagnosis in the field of the prac- 
ticing pathologist. “Furthermore,” said Werne, 
“besides receiving and accepting the opportunity 
to do forensic pathology. he must sense his re- 
sponsibility to the requirements of the law and 
public interest, and be willing to translate the 
results of his study into concrete testimony be- 
fore the appropriate court when required.” 
One very good reason why the pathologist has 
been slow to enter this field is the haphazard 
conditions that now exist, largely because of the 
nature of the legal framework governing the 
operation of the existing coroners’ systems. In 
such systems, where responsibility for investi- 
gating medicolegal cases is largely in the hands 
of nonmedical personnel, the pathologist tends 
to feel that the value of careful laboratory and 
postmortem investigations is frequently nulli- 
fied by the lack of supporting scientific proce- 
dures, with regard to both the nature of the cases 
investigated and the investigative methods used. 
Another understandable reason for reluctance 
to engage in this work is the notoriously poor 
economic conditions that exist in this field. The 
time spent and the special skill and experience 
demanded receive financial rewards entirely dis- 


proportionate to their professional worth when 
compared with other fields of medical effort, 
When these facts are recognized and corrected, 
pathologists will no doubt display greater inter- 
est in entering this special field. 


The General Practitioner’s Role 


When one remembers that aside from those 
infrequent instances where criminality in- 
volved, the majority of cases which subsequently 
turn out to be of a medicolegal nature make their 
first contact with the general practitioner, it be- 
comes evident at once that his opportunity to be 
of service in this field is unlimited. However, if 
the general practitioner’s contribution to medico- 
legal work is appraised, it seems to fall far 
short of its potential. This is undoubtedly largely 
due to the inherent attitude of the physician, 
specialist and general practitioner alike, toward 
the medicolegal problems that develop or exist 
in the care of his patients. Not having been sufli- 
ciently impressed with the importance of these 
problems, during either his undergraduate years 
or hospital training period, he is inclined to 
minimize their importance. He sees the patient 
as a strictly limited medical problem and often 
fails to recognize the interrelationships between 
the disease or injury and the social environment 
in which the patient lives. 

The physician traditionally thinks of the cause 
of disease in the literal scientific sense: for ex- 
ample, to him the tubercle bacillus and nothing 
else is the cause of tuberculosis. In so doing, he 
fails to recognize that there is another connota- 
tion to “cause,” one in the legal sense; namely, 
“any legal process by which a party endeavors 
to obtain his claim or what he regards as his 
right.” Small* defined “legal cause” as “one used 
to denote the fact that the sequence of events 
through which the author’s tortious act or omis- 
sion has brought about (in fact caused) the 
harm which another has sustained is such as to 
make it just to hold the actor responsible there- 
fore” (Harper Law of Torts 258, 1933). 

How then can the general practitioner con- 
tribute toward the general improvement of the 
practice of forensic medicine? One of the first 
requisites would seem to be a greater conscious- 
ness of his responsibility to his patient beyond 
the immediate traditional medical needs con- 
cerned with the diagnosis and treatment of in- 
jury or disease. He must recognize that it de- 
volves on him to consider the immediate and 

(Continued on page A-42) 
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As energy requirements de- 
crease, foods must be carefully 
chosen to provide nutrient 
needs. Medically supervised 
studies show that weight can 
be lost and desired weight 
maintained on a palatable diet 
of familiar and well-liked foods. 
This diet supplies generous 
quantities of high quality pro- 
tein and calcium . . . nutrients 
frequently low in the food in- 
take of older people. 

The necessary foods for the 
diet can readily be chosen from 
the family table by the older 
person who lives with a younger 
family —are easily prepared by 
the person who cooks small 
meals. 

The foods included in these 
diets provide all essential 
nutrients in amounts recom- 
mended for adults. Only calo- 
ries are in deficit. Dairy foods 
are an important feature of 


these meals because of their 
high proportion of nutrients in 
relation to the calories they 
provide. Their taste appeal and 
variety make the diet easy to 
follow until the desired weight 
is lost. 

Doctors! Send for the cons 
venient leaflet and diet instruc- 
tion sheets containing menus 
for three full meals a day for 
an entire week. Diets at two 
moderately low calorie levels 
are included. These diet in- 
structions will be useful even 
where a person may require a 
different calorie level for weight 
loss. For such individuals, the 
physician can suggest desired 
modification, retaining the 
basic diet plan. 

These materials are yours on 
request—without cost or obli- 
gation. Simply clip the cou- 
pon below, fill it in and mail 
it today. 


The nutritional statements made in this advertisement have heen reviewed 
by the Council on Foods and Nutrition of the American Medical Associ- 
ation and found consistent with current authoritative medical opinion. 


NATIONAL DAIRY COUNCIL—A non-profit organization 

Since 1915 . . . promoting better health through nutrition research and education. 
111 N. Canal Street, Chicago 6, Illinois. 

Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet on weight reduction. 
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the remote consequences of any injury or dis- 
ease process on his patient's future sociveco- 
nomic position, He must constantly seek to deter- 
mine whether he has any medical obligations to 
the wage earner in those instances where there 
is possible impairment of earning and working 
capacity resulting from a particular set of cir- 
cumstances having medicolegal implications. 
Equally important is the physician's responsibil- 
ity to the family in the event the breadwinner’s 
death is caused or contributed to by injury or 
disease. 

The future economic status of the patient. or 
that of his family in the event of his death. is 
frequently in the hands of the attending physi- 
cian in such matters as workmen's compensation 
or health or accident insurance. and it is impor- 
tant that he realizes this in order properly to 
discharge his full professional obligation. When 
a physician-patient relationship is entered into, 
it implies a responsibility in the broad medical 
sense that the physician will protect the interests 
of the patient and those of his family beyond the 
immediate restoration of his health if such is 
possible, or beyond his death if such is inevitable. 

The physician should regard it as a moral duty 
to see that society fulfills its obligation to such 
a patient and his dependents through the recog- 
nized channels set up in the social order for his 
benefit as. for example. in the case of the Work- 
men’s Compensation Law. 

We hear a great deal nowadays about the need 
to extend medical care beyond the phase of im- 
mediate restoration to health into the field of 
physical rehabilitation, thus ensuring the patient 
the chance to resume his place as a useful mem- 
ber of society. in spite of any physical limita- 
tions consequent to his disease. By the same 
token. the medical profession does not pay 
enough attention to the equally important: prob- 
lem of the patient's economic rehabilitation. Yet 
one cannot fail to recognize that a major com- 
ponent of total or partial rehabilitation in any 
given case is the matter of economic adjustment 
of the physically rehabilitated individual to his 
new status. 

It is here that the general practitioner involved 
in a medicolegal problem and aware of the vari- 
ous sources available for economic rehabilitation 
can demonstrate his willingness to aid his pa- 
tient. He can inform the patient of the existence 
of such sources. and, if need be. assist him to 
obtain the compensation or damages to which he 
is entitled. 


Forensic Medicine 


How can the general practitioner's efforts be 
made most effective along these lines? Easily the 
most important contribution he can make in his 
patient's interest is to take and keep complete 
and adequate records. Nowhere in medicine jis 
record keeping more vital than in the field oj 
forensic medicine. As soon as the practitioner 
feels that a case may involve compensation or 
insurance benefits, litigation or criminal 
ceedings, he should be sure all his records of the 
antecedent facts, examination, diagnosis and 
treatment are complete. He should pay special 
attention to the detailed documentation of the 
circumstances leading to the injury or disease, 
as well as to dates of occurrence. and location 
in or on the body of his physical findings. 

Such detailed records are of inestimable value 
for later reference, either for correspondence 
relating to the case or in giving evidence in 
court. The physician's records are the bedrock 
of any medicolegal investigation: yet they are 
often found wanting. no matter whether they 
originate in the doctor's office or in the hospital. 

The general practitioner can also assist’ the 
patient by his willingness to confer with the 
lawyer who is entrusted with developing a case 
for litigation. if such becomes necessary. While 
such conferences usually take place between the 
lawyer and the specialist who eventually sees 
the patient. the general practitioner often has 
clinical evidence, developed prior to referral of 
the case to the specialist. that can be of great 
value in litigation. For this reason, lawvers are 
now learning to seek out the physician who first 
handles the case and whose records. if well kept. 
often supply valuable assistance. On the strength 
of such evidence. in fact, cases are at times set- 
tled out of court. 

Besides his willingness to engage in pretrial 
conferences with the lawyer. the general practi- 
tioner should also regard it as his duty to testify 
in those cases going to court trial. There is a 
general disinclination on the part of a majority 
of the profession to appear in court. This is 
largely due to the time consumed, the dissatis- 
faction of appearing in a poorly prepared case 
in the legal sense. but. above all. to the physi- 
cian’s long-standing prejudice against being sub- 
jected to cross-examination. Despite these ob- 
jections, it is the physician’s duty to testify in 
his patient’s behalf—a duty he can ill afford to 
disregard, especially if he aims at retaining his 
patient’s good will. to say nothing of discharg- 


(Continued on page A-44) 
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N CW... and a Major Advance in Treatment of 
ASTHMA 


Fully effective nebulization with 


your favorite bronchodilator* 


A plastic case; little larger 
than a package of ciga- 
rettes, contains Medihal- 
er Oral Adapter and 
medication* (in shat- 


terproof, spillproof 
vial). 


Insert valve of medi- Package is conven- 
ientlycarriedin pocket 


cation vial snugly into 

Adapter. Hold as shown, close 
lips around Adapter, 
and inhale while 
pressing vial down 
against Adapter. 


< a Simple to administer to 
children. Uniform dose, 
S no spilling, no glass to 
break. 


AQ One or two applications 
\" abort most attacks. 
Na Rarely is more required. 


ANOTHER RIKER FIRST 


or purse. Inconspicu- 
ous, notably safe, de- 
pendable. 


LOS ANGELES 


UNIFORM DOSAGE 
SELF POWERED 
ECONOMICAL 


a) Unbreakable Adapter 
b) No Medication Loss from 
Spillage or Oxidation 


UNIFORM PARTICLE SIZE 


80% between 2 and 4 
microns radius 


MEDIHALER-EPI™ 


0.5% solution of 
epinephrine HCl U.S.P. 


MEDIHALER-ISO™ 


0.25% solution of 
isoproterenol HC1 U.S.P. 


follow this simple form of Rx 
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Forensic Vedicine 


ing his broader community obligation in’ the 
interests of justice. 

With the gradual improvement of conditions, 
where the physician’s time is respected, and also 
where the general quality of medicolegal case 
preparation is improving. there is less and less 
reason for the physician to refuse to appear in 
court. The remaining reluctance to testify on the 
witness stand, primarily because of inexperience 
in court procedure, still keeps many physicians 
out of court. This could easily be corrected if 
physicians were supplied some experience at 
either the undergraduate or graduate level of 
training. This “clinical” experience should be 
made available through actual attendance at 
court sessions in much the same way as in the 
clinies or ward rounds in the hospital or medi- 
cal school. With such prior experience, many 
more physicians would feel at ease in testifying. 
and in so doing would render greater public 
service to the community than is now the case. 

In conclusion, it would appear. then, that a 
unique opportunity now exists for those of us in 
medicine, and more especially for the general 
practitioner and the pathologist, to assist in the 
orderly growth of the field of forensic medicine. 
We can achieve this by developing a greater 


_  Serpatilin Tablets, 
0.1 mg./10 mg., each 
containing 0.1 mg. 
Serpasil® (reserpine 
CIBA) and 10 mg. 
Ritalin® hydrochloride 
(methy!-phenidylacetate 
hydrochloride CIBA). 


awareness of our responsibilities to the socio. 
economic interests of our patients, after we have 
discharged our immediate medical obligations 
to them, and by attending to certain details pe- 
culiar to the needs of this field. These include 
aiding the total rehabilitation of the patient, of 
which the economic segment is an important 
part, as well as being conscious of our respon- 
sibilities to the dependents of a deceased patient, 
when their economic interests are involved as a 
direct consequence of his death. 

With the acceptance of these responsibilities 
and their proper discharge through the develop- 
ment of certain skills in forensic medicine, the 
physician has an excellent opportunity to build 
good will for the profession in an area where 
medicine, the law and the community meet on 
common ground, and at the same time to con- 
tribute a valuable service to the public in’ the 
administration of justice. 


KEFERENCES 


1. Coun, Vo and Bamey, C. W.: Hidden murder. Minneapolis 
Morning Tribune, February 9-19, 1953. 


2. Cuneney, T. J.: The responsibility of the pathologist to forensic 
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3. B. Gatling at a thing called cause. Texas Law Re- 
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CIBA 


SUMMIT, N.J. 


“up-and-down” patient 


TM. 


(reserpine and methyl-phenidylacetate hydrochloride CIBA) 


Stabilize your patients who overreact to environmental 


stresses. Serpatilin combines the relaxing, tranquilizing 

action of Serpasil with the mild mood-lifting effect of 

Dosage: 1 tablet b.i.d. the new cortical stimulant, Ritalin — to induce emotional 
or t.id., adjusted to @Quilibrium in patients who are upset, depressed, with- 
the individual. drawn, anxious or irritable. 2/2290M 
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Applications for Hotel Accommodations 


to the 


Alst ANNUAL INTERSTATE ASSEMBLY 


Cleveland, Ohio, October 22-25, 1956 


at 


The earlier you make your hotel reservations for the Interstate Postgraduate Medical Assembly 
to be held in Cleveland, Ohio, October 22-25, 1956, the better opportunity you have of getting 


the kind of accommodations you want in the hotel of your choice. 


All reservations must be made through the Cleveland Housing Bureau. For your convenience, 
a form is provided at the bottom of this page which should be filled in and sent directly to them. 


Be definite in the date and hour of arrival as well as the date and approximate time of depar- 
ture; also be sure to give the names and addresses of those who are to occupy each room. 


You will: receive confirmation directly from the hotel. 


Name 


Auditorium 
1315 EF. 6th Street 


Carter 


Prospect & EF. 9th Street 


*Cleveland 
Public Square 


Hollenden 


610 Superior Avenue 


Manger 
1802 E. 13th St. 


Olmsted 


Superior & E. 9th St. 


*Statler 
Euclid & E. 12th St. 


Tudor Arms 
10660 Carnegie 


Single 
$4.75-$ 8.00 


$5.50-$ 9.25 
$6.00-$10.00 
9.00-$ 9.00 
$5.00-$ 9.00 
$4.25-$ 9.00 
$6.00-$13.00 


$8.00 


Wade Park Manor $6.50-$i 2.00 


kb. 107 & Park Lane 


Westlake 


Blount Rd., Rocky River 


*Official Hotels 


$7.00 


LOUISE D. PERKINS, Director 


The Cleveland Housing Bureau 


511 Terminal Tower 


Cleveland 13, Ohio 


Please reserve the following accommodations for the INTERSTATE POSTGRADUATE MEDICAL 


Double 
$ 7.50-$10.00 


$ 8.50-$11.50 
$ 8.50-$10.00 
$ 8.00-$12.50 
$ 7.00-$ 9.00 
$ 7.00-$11.00 


$10.00-$16.00 


$ 9.50-$15.00 


$ 9.00 


Twin-Bedded 
$10.00-$12.00 


$ 9.50-$13.50 
$12.00-$17.00 
$ 9.00-$16.00 
$ 9.00-$13.00 
$ 8.50-$11.00 
$11.00-$18.50 
$12.00-$16.00 
$ 9.50-$15.00 


$10.00 


CIATION ASSEMBLY in Cleveland, Ohio, October 22 to 25, 1956: 


Single Room 
Twin Bedded Room 
Other Type of Room 


Arriving at Hotel: 


Leaving: 


Date 


Date 


— Double 
2 Room 

_ Rate: 
hour 


— 


Rooms to be occupied by (list the name of each guest) 


PLEASE TYPE OR PRINT 


Address 
City and State — 


Bedded Room 
Suite 
From $- 


Applicant 


Suites 


$25.00 

$22.00-$45.00 
$24.00-$50.00 
$20.00-$60.00 
$18.00-$75.00 
$17.00-$20.00 
$24.00-$48.50 
$20.00 

$17.00-$45.00 


$12.00-$15.00 
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For greater versatility of administration 
in preventive geriatrics 


Now you can prescribe “MEDIATRIC”... 
TABLETS - CAPSULES - LIQUID 


.. . to satisfy any individual preference among the steadily increasing 
number of aging patients you are treating with “Mediatric.” 


“MEDIATRIC”, 


Steroid-Nutritional Compound 


Tablets and Capsules 
Each tablet or capsule contains: 
Conjugated estrogens equine 


oo We. 
Vitamin C (ascorbic acid)...... - 50.0 mg. 
Thiamine mononitrate (Bi)..... - 5.0 mg. 
Vitamin Bie with intrinsic factor 

1/6 U.S.P. Unit 
Ferrous sulfate exsic. ..... 


Brewers’ yeast (specially 


d-Desoxyephedrine HCl......... 1.0 mg. 


Supplied: 
Tablets—No. 752—Bottles of 100 and 1,000. 
Capsules—No. 252—Bottles of 30, 100, and 1,000. 


Liquid—No. 910—Bottles of 16 fluidounces 
and 1 gallon. 


Liquid 
Each 15 cc. (3 teaspoonfuls) contains: 
Conjugated estrogens equine 


mg. 
d-Desoxyephedrine HCl........... 1.0 mg. 


Contains 15% alcohol 


Suggested Dosages: 


Male—1 tablet or 1 capsule (or 3 teaspoonfuls) 
daily, or as required. 


Female—1 tablet or 1 capsule (or 3 teaspoon- 
fuls) daily, or as required, taken in 21 day 
courses with a rest period of one week be- 
tween courses. 


For continuing health and vigor in the “second 40 years” 
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Ayerst Laboratories New York, N.Y. Montreal, Canada 
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.. aside from their long-acting property and low 
incidence of side effects, |"Teldrin’ Spansule 
capsules] provide an obvious advantage of patient 


acceptance. From the standpoint of convenience, 


they were heartily endorsed by nearly all patients.” 


Green, M.A.: Ann. Allergy 12:273 


Teldrin* 


chlorprophenpyridamine maleate 


Spansule* 


sustained release capsules, S.K.F. 


8 mg. & 12 mg. 


Antihistamine 


made only by 
Smith, Kline & French Laboratories, Philadelphia 


first in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. Patent Applied For 
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without of overstimulation ... 


A HAPPY MEDIUM 
IN PSYCHOMOTOR 


STIMULATION 
e Boosts the spirits, relieves physical fatigue 


and mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
“without let-down or jitters .. .”! and counteracts over- 
sedation caused by barbiturates, chlorpromazine, rauwolfia, 
and antihistamines. 


Ritalin is “a more effective and less over-reactive drug 
than amphetamine or its derivatives.’”? It does not produce 
the “palpitation, nervousness, jitteriness, or undue pressure 
in the chest area ...so frequently mentioned by patients on 
[dextro-amphetamine sulfate].’”? 


Dosage: 5 to 20 mg. b.i.d. or t.i.d., 
dj d to the individual. 


References: 1, Pocock, D. G.: 
Personal communication. 

2. Harding, C. W.: Personal 
communication. 3. Hollander, 
W. M.: Personal communi- 
cation, 


RITALIN® hydrochloride 
(methyl-phenidylacetate 
hydrochloride CIBA) 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. (blue); 


bottles of 100, 500 and 1000. / 


Tablets, 20 mg. (peach- j 
colored); bottles of 100 { 
and 1000 j 
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new oral | 


trichomonacide 


BRAND OF AMINITROZOLE 
for male and female 


TABLETS 


Because of their systemic action, TRITHEON tablets reach resistant 


trichomonads in their hiding places throughout the genitourinary tract. 


Unlike local trichomonacides, TRITHEON tablets eradicate the organ- 


ism in male and female as proved by negative culture. 


Clinical investigation has demonstrated that TRITHEON tablets admin- 
istered orally eradicate trichomonads for culture-proved cure of more 
than 70 per cent of female patients whose husbands are treated 
simultaneously with TRITHEON tablets. Even when only the wife is 


treated, cures are effected in approximately one-third of the patients. 


Dosage: One tablet three times daily for 10 days. 
Available: Bottles of 30 and 180 tablets. 


references: (1) Perl, G.; Guttmacher, A. F., and Raggazoni, H. P.: Male and Female Trichomoni- 
asis—Diagnosis and Oral Treatment. Obst. & Gynec. in press. (2) Plentl, A. A.; Gray, M. J.; Neslen, 
E. D., and Dalali, S. J.: The Clinical Evaluation of 2-Acetylamino-5-Nitrothiazole, An Orally Effec- 
tive Trichomonacide, Am. J. Obst. & Gynec. 71:116, 1956. (3) Perl, G.; Personal communication. 
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Dh Is unigue topical anesthetic 


gives your patients ample relief of discomfort in episiotomy, 


hemorrhoids, dermatitis, sunburn, abrasions, etc. Tronothane 


combines relief of pain and itching 


with exceptionally low risk of side effects. Unlike many topical 


agents, Tronothane is not a “caine” derivative. Hence it acts 


with low sensitizing index. 


even in cases where other topical anesthetics often cannot be used. 


This combination of advantages is available in a single compound, 


thanks to a non-caine' chemical formula 


proved in over 15,600 clinically-tudied cases. Investigate the benefits 


of Tronothane for your own practice soon. Prescription only. 


(PRAMOXINE, ABBOTT ) 
HYDROCHLORIDE 


O6Gott 


STERILE JELLY 
TOPICAL SOLUTION 
COMPOUND LOTION 


CREAM 
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Blood Coagulation. Part 2 


Last month Dr. Charles A, Owen, Jr. of the 
Section of Clinical Pathology of the Mayo Clinic, 
presented a summary on the theories concern- 


e ing the first and second phases of blood coagula- 

a a tion. The conclusion of his interesting discussion 

“aa is now given, but I suggest a careful review of 

last column in connection with what 
follows. 


CorKection of clinical deficiencies of the sec- 
ond phase of clotting depends on assessing the 


type of deficiency and, if possible. the cause. For 
P lack of labile factor. recently stored blood (Cone 

to three days) is satisfactory for replacement: 
. fresh blood is necessary because the factor, as 
its name suggests. does not survive prolonged 
storage. On the other hand. the stable factor 
satisfactorily withstands storage the blood 
bank. 

In acquired deficiency of the stable factor. 
such as in the newborn or the patient who has 
obstructive jaundice. administration of vitamin 
kK is followed by prompt shortening of the pro- 
thrombin time (Quick’s test). The prothrombin 
time is lengthened in deficiencies of labile and 
stable factors because the fundamental reagent. 
thromboplastin derived from brains. requires 
complexing with both these factors in order to 
promote normal plasma clotting, manifested by 
a 12 second clotting time with acetone-dried rab- 
bits brain thromboplastin. 


*Emeritus Staff, Division of Clinical Pathology, Mayo Clinie: Direc- 


tor of Laboratories, Rochester State Hospital, Rochester, Minnesota. 


The simple vitamin Ko deficiency states re- 
spond within hours to administration of water- 
soluble analogues of the vitamin. However. in 
patients who have received pICUMAROL™. over- 
coming the lack of stable factor is not so simple. 
The water-soluble derivatives of vitamin Ko may 
return the prothrombin time from dangerous 
levels to the so-called therapeutic range. which is 
between two and two and a half times the pro- 
thrombin time of normal plasma. The more ef- 
fective natural vitamin Ky (3-phytylmenadione 
usually is needed to return a prothrombin time 
completely to normal. However. if a patient: is 
receiving Dicumarol because of thrombosis and 
the prothrombin time becomes too prolonged. 
the precipitous return of the prothrombin time 
lo normal by use of vitamin Ky may be contra- 
indieated. The preliminary use of the water- 
soluble analogues may well modify the exag- 
gerated coagulation defect and yet preserve the 
intended use of Dicumarol. 


Third Phase of Clotting 


So far it has been postulated that’ plasma 
thromboplastin forms if the platelets are quali- 
tatively and quantitatively normal and are  per- 
mitted to react with ample amounts of AHG. 
PTC and PTA. With normal concentrations of 
the labile and stable cothromboplastic proteins. 
the thromboplastin complex in turn forms. The 
remainder of the coagulation chain reaction now 
comes into focus more clearly. 


(Continued on page A-52) 


POSTGRADUATE MEDICINE 


| } fi; ( \ 
Wi AS ry \\ / { 
4 \ \ \ \ 
aebotator 
| » \ \ \ \ \ 
q 
_ 
| 
A-50 


now...treatment on two therapeutic 


levels important in hypertension 


HOW UNITENSEN WITH RESERPINE LOWERS BLOOD PRESSURE 


patient C.M. | A.T. | G.R. | B.S. | NLF. | | 
age 34 65 77 62 58 51 41 
1 Smithwick 
BLOOD PRESSURE group 4 3 4 3 3 3 4 pos 


Blood Pressure 195 205 210 | 250 220 205 215 
BEFORE 130 115 130 115 130 110 120 
Blood Pressure 160 175 170 170 175 180 175 : 

AFTER 95 110 96 95 105 90 100 Bs 


4 
(from Cohen, Cross & Johnson: Am. Pract. 6: 1030, 1955.) oe * 


“The symptoms of hypertension usually arise in a social setting of 
2 
emotional stress.'"' Unitensen-R helps to calm down the hyper- 
PSYCHE 
tensive patient and make him feel better. 


1. Weiss, E.: Am. Pract. 6: 1690, 1955. 


Unitensen-R combines Unitensen—a safe, effective 
anti-hypertensive agent and reserpine—a tranquilizing 
alkaloid of rauwolfia. Unitensen-R dependably lowers blood 
pressure in most patients without serious side effects; and at : 
the same time, gives patients a feeling of well-being. . 
Dosage is simple and tablets are economical. e 


UNITENSEN-R 
*T.M. Reg., U.S. Pat. Off. 


Each Unitensen-R tablet contains: By 
Cryptenamine 1 mg. 
(as tannate salt) 
Reserpine 0.1 mg. 
Bottles of 50, 100, 500 and 1000. 


Also available: Unitensen Tannate Tablets 
brand of cryptenamine 


IRWIN, NEISLER & COMPANY « DECATUR, ILLINOIS 
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aboratory Notes 
Laborat 


The thromboplastin complex catalyzes the 
fragmentation of the prothrombin molecule. 
One fragment, half as large as prothrombin, is 
thrombin. Thrombin cannot form in the absence 
of prothrombin. Yet this step is usually not im- 
portant clinically, for congenital lack of pro- 
thrombin is exceedingly rare and acquired de- 
ficiency is overshadowed by the greater deficiency 
of stable factor. Fortunately, lack of both pro- 
thrombin and stable factor responds to use of 
vitamin K if the liver, the source of both, is 
normal. 


Fourth Phase of Clotting 


Finally, thrombin enzymically alters the sulf- 
hydryl radicals of the cigar-shaped molecules of 
fibrinogen so that they become bound to one 
another and form long fibrous strands of fibrin. 
The clot in whole blood is red because of the en- 
meshed cells, whereas the fibrin in plasma is 
glistening white. 

It would be to no avail if all three preliminary 
steps of clotting were normal and fibrinogen 
were absent. This condition does occur congeni- 
tally in rare instances. Surprisingly, the bleeding 
tendency is only of about the order found in 


Ir you Change 
YOUR ADDRESS 


Won't you please notify us 
as far in advance as possible. 
Send your old address to- 


gether with the new. 


Copies mailed to your old 
address will not be forwarded 
by the Post Office unless you 
provide the Post Office with 
y the forwarding fee. 


Send your change of address to 


POSTGRADUATE MEDICINE 
Essex Bldg., Minneapolis 3, Minn. 


hemophilia, with asymptomatic intervals lasting 
weeks or months. 


Comment 


When a patient is treated with heparin, the 
clotting mechanism is blocked instantly. How- 
ever, endogenous heparin never has been found 
in man. The presence of heparinlike substances 
has been reported, and the treatment of certain 
bleeding tendencies with protamine or toluidine 
blue, agents that bind heparin, has been pro- 
posed. It is suggested that these proposals be 
subjected to careful scrutiny. 

Clot inhibitors can and do appear in human 
blood. Bleeding may occur when the blood con- 
tains certain macroglobulins, such as the cold- 
precipitable globulins, those precipitable at 
56° C., and the gelling proteins often associated 
with multiple myeloma. Perhaps these peculiar 
proteins are physical anticoagulants. In the col- 
lagen disorders, particularly lupus erythematosus, 
a puzzling anticoagulant may appear in the plas- 
ma. Its nature is unknown but its presence may 
be sufficient to induce bleeding. 

Still another obstruction to clotting is evident 
at times. Notably in patients with bony meta- 
static lesions from prostatic carcinoma, the blood 
may contain fibrinolysin, an enzyme that dis- 
solves fibrin and even fibrinogen. Bleeding ap- 
parently results from dissolution of the normally 
deposited fibrin. Other malignant diseases may 
be similarly complicated. 

One rare and tragic syndrome is seen at the 
termination of pregnancy. Almost uncontrollable 
bleeding occurs and may not respond to mas- 
sive transfusions. Superficial examination of the 
patient’s circulating blood may reveal a moder- 
ate or serious deficiency of fibrinogen, hence the 
commonly used term afibrinogenemia. Closer 
inspection reveals a broad range of clotting-factor 
defects, particularly of the labile factor. The 
fluid portion of the blood may resemble serum 
more closely than it does plasma. The likelihood 
is that the introduction of placental material into 
the maternal circulation in these cases has in- 
duced widespread intravascular clotting (defi- 
brination). The use of whole blood or plasma to 
correct multiple defects and complete elimina- 
tion of the source of the trouble, the uterine 
contents, would appear logical. 

Mention has not been made of the tendency 
toward accentuated clotting that leads to throm- 
bosis. Despite continued efforts, to date no real 
clue to this mechanism has appeared. 
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establishing 
desired 
eating 

patterns 


and the 60-10-70 Basic Plan 


In the development of good eating habits, medication is 
important, not only in initiating control, but also in 
maintaining normal weight.!:2% 


Obedrin contains: 

e Methamphetamine for its anorexigenic and mood- 
lifting effects. 

e Pentobarbital as a balancing agent, to guard against 
excitation. 

e Vitamins B, and B, plus niacin to supplement the diet. 


e Ascorbic acid to aid in the mobilization of tissue 
fluids. 


Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 
provides for a balanced food intake, with sufficient 
protein and roughage. 


Write for 
60-10-70 Menu pads, weight charts, 
and samples of Obedrin. 


June 1956 


Formula 


Semoxydrine HCl (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCl 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954). 

2. Sebrell,W.H.,Jr.:J.A.M.A., 
152:42 (May, 1953). 

3. Sherman, R.J.: Medical 
Times, 82:107 (Feb., 1954). 


BRISTOL, TENNESSEE 
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Clinical evidence"”’® 
indicates that to augment 
the therapeu tic ae A Multiple Compressed Tablet of ‘co-DELTRA’ 


‘CO-HYDELTRA’ is specifically designed 
“tablet within a tablet’ to provide stability 


adva ntages to release in sequence, and anti- 


inflammatory agents... 
: 1. the outer layer of antacids comes in 


ot Pred niso ne _ tact with the gastric mucosa first . 


after it is completely dissolved . 
2. the hitherto intact inner core wail 


and Prednisolone, 


“CO-DELTRA’ and ‘CO-HYDELTRA’ are the trade- 


antacids should be 


routinely co-administered 


All the benefits of prednisone and prednisolone: 
1. less sodium and water retention. 


2. marked anti-infammatory activity at low 
dosage. 


3. prompt response even in patients refractory to 
other steroids. 


PLUS 


A. positive antacid action to minimize gastric 
distress. 


B. full potency and stability. 
C. uniform dependable results. 
D. greater flexibility of dosage with the addition 


of the new 2.5 mg. strength. 


References 1. E. J.A.M.A. 160:613, February 25, 1956. 2. Mar- 
"A.M.A. 158: 454, June 11, 1955. 3. Bollet, A. J., et al. 
AM.A. 138.4 459, une 1955. 
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Multipie 
Compressed 
Tablets 


All the benefits of prednisone and prednisolone 
plus greater antacid-to-steroid ratio to minimize 
gastric distress during maintenance therapy. 


The new 2.5 mg. tablets of ‘co-petTRa’ and ‘co- 
HYDELTRA’ together with the 5 mg. tablets give the 
| physician more latitude for precise adjustment of 
dosage to the individual patient’s needs. Cost for 
either strength tablet is substantially the same as 
for the steroid alone and in addition the multiple 
compressed tablets assure routine co-administra- 
tion of both antacid and steroid components.. 
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CoDeltra 


bronchial 
_asthma | 


- 


inflammatory 


increase the flexibility of therapy 
with the “predni-steroids” 


Supplied: ‘co-pe.tra’ (Prednisone Buffered) and 
‘cO-HYDELTRA’ (Prednisolone Buffered) are avail- 
able as Multiple Compressed Tablets, each tablet 
containing 2.5 mg. or 5 mg. of prednisone or pred- 
nisolone plus 300 mg. of dried aluminum hydroxide 
gel, and 50 mg. of magnesium trisilicate, 


Philadelphia 1, Pa. 
Division oF Merck & Co., Ine, 
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BRAND OF OXYTETRACYCLINE 
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a delightful 


new... peach-flavored, 
peach-colored liquid form 
of TERRAMYCIN®t 
125 mg. oxytetracycline per 
5c. teaspoonful; bottles 
of 2 fl. oz. and 1 pint, 
packaged ready to use. 


HOMOGENIZED MIXTURE 


“Trademark Brand of oxytetracycline 


Cfizer) PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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fin antibiotic therapy... 4 

just like a fresh peach 


it's easier to specify 


MEAD 


the Deca vitamin family __ 


10 nutritionally significant vitamins. . . 
including Bes and stable Bie 


Deca-Vi-Sol 


the dropper dosage form for infants and toddlers 


In 15, 30 and economical 50 ce. bottles 


A, D, and C, plus 7 B-complex factors 


Deca-Mulcin 


the teaspoon dosage for preschoolers 


Pouring lip bottles of 4 and 8 oz. 


3 
convenient 
dosage 
forms— 
all with 
stable Bio 


it’s easier because 


* One basic family name—'Deca’ 


e One basic formulation 


e One standard of truly comprehensive protection 


... providing assured protection against vi 


tamin inadequacies 


of “‘normal” diets during the vital first decade 
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in the vital first decade... 


capsules 
Deca-Vi-Caps 


Bottles of 30. 


7 
years 


years 
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SYMBOL OF SERVICE 


...and in the critical 
first months of life— 
select the level of 
vitamin protection 
the baby needs 


Deca-Vi-Sol 
10 nutritionally significant vita- 
mins including B, and stable Biz 


Poly-Vi-Sol’ 


© essential vitamins 


Tri-Vi-Sol’ 


basic vitamins 


Highly stable— 
refrigeration not required 


Readily accepted— 
exceptionally pleasant taste 


Full dosage assured— 


can be dropped directly into the 
baby’s mouth. 


All are supplied in 
15 ec., 30 ee., and 
economical 50 cc. 
bottles with 
Plastic 
‘Safti-Dropper’ 


Won't break! 
Won't chip! 


IN MEDICINE 


MEAD JOHNSON & COMPANY. EVANSVILLE 21, INDIANA, U.S.A. 
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4 
small, easy-to-take capsules for school agers 
years 
— 


THERAPEUTIC 
FORMULA 


multivitamins 


OPTILET contains: 


Vitamin A......... 7.5 mg. (25,000 units) 
Vitamin D......... 25 meg. (1000 units) 
Thiamine Mononitrate.......... 10 mg. 
Nicotinamide............ ..... 150 mg. 
150 mg. 
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a conveniently administered dag tenis for every 


for simplified emergency digitalization: 


“WELLCOME? ® brand DIGOXIN INJECTION 
0.5 mg. in 2 ce. 


may be given intramuscularly, as well as 
intravenously, without dilution 
] Boxes of 12 and 100 ampuls 


for dependable maintenance: .: 


‘TABLOID’ ® brand DIGOXIN 0.25 mg. Scored (white) 
& tes Bottles of 100 and 1,000 tablets 


ng ‘TABLOID’ ® brand DIGOXIN 0.5 mg. Scored (green) 
Bottles of 100 and 1,000 tablets 


z ‘WELLCOME?’ ® brand DIGOXIN ELIXIR PEDIATRIC 


WNT 0.05 mg. in each ce. 
4 Supplied with a dropper calibrated to 1 ce. 
@ in graduations of 0.2 ec. (0.01 mg. Digoxin) 
Bottles of 2 fluid ounces 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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just 1 tablet daily 


helps meet the 


increased nutritional 


requirements of pregnancy 


SQUIBB VITAMIN - MINERAL SUPPLEMENT 


new formula 


new small size capsule-shaped tablet 


Each Engran Tablet supplies: 


Vitamin A (synthetic) 5,000 U.S.P. Units 


Vitamin D 500 U.S.P. Units 
Thiami itrate 3 mg. 
Riboflavin ......... 3 mg. 
2 meg. 
Vitamin activity concentrate ..........2 mcgm. 
Folic acid ... 
Niacinamide . 20mg. 
Calcium pantothenate 5 mg. 
Ascorbic acid ............ ; 75 mg. 


Calcium, elemental ........................ .. 150 mg. 
(as calcium carbonate) 

Iron, elemental 
(as ferrous sulfate exsic: 


lodine (as potassium iodide) .................. 0.15 mg. 
Potassium (as the sulfate) .................... 5 meg. 
Cobalt (as the sulfate) 0.0.0.0... 0.1 mg. 
Copper (as the sulfate) .......................... 1 mg. 
Magnesium (as the oxide) .............. . 6&mg. 
Manganese (as the sulfate) .................... I mg. 


Zinc (as the sulfate) 


Supplied in bottles of 100 and 1000 capsule-shaped tablets 


SQUIBB 


*ENGRAN’® A SQUIBB TRADEMARK 
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By inhibiting carbonic anhydrase, es 
DIAMOX produces prompt, ample y 
diuresis. Taken in the morning, its , 
effect ceases within 6-12 hours thereby 
permitting uninterrupted sleep at night. 


This nontoxic drug—the most widely prescribed of its kind— 
is particularly suited to long-term use since patients do nq 


readily develop tolerance. wa 
DIAMOX is also effective in the treatment of glau a, epilepsy 


menstrual tension, and the edema ae with toxemia Seda 


tablets for-oral use/ 


500 for intrawénous‘use 
in critical cas 


Acetazolamide Lederle 
the nonmercurial diuretic 


LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID COMPANY PEARL RIVER, NEW YORK Jederle 


REG. U. S. PAT. OFF. 
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secondarily infected 


3 dermatoses (ome 


Choice. 
nhowrn tO 
wg Com 1ca tion 
4 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 


new 


Azo Gantrisin 


Especially for Urinary Tract Infections 


Azo Gantrisin provides -- in a single 
tablet -- the wide antibacterial 

spectrum of Gantrisin plus the local pain- 
relieving action of a widely accepted 
urinary tract analgesic. 


Advantages of Azo Gantrisin: Effective 
antibacterial concentrations in blood 
as well as urine; prompt relief of 
local discomfort; rapid appearance of 
orange-red dye in urine also has 
favorable psychologic effect. 


Each tablet contains 0.5 Gm 
Gantrisin 'Roche' plus 50 mg 
phenylazo-diamino-pyridine HCl. 


Hoffmann - La Roche Inc 
Nutley N.J. 


Gantrisin® - brand of sulfisoxazole 
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troubles to fed — 


Noludar 'Roche' brings 
welcome rest. Not a 
barbiturate, not habit 
forming, 200 mg induces 

a sound night's sleep 
without hangover, or 50 mg 
t.i.d. provides daytime 
sedation without somnolence. 


Noludar tablets, 50 and 


yi? 200 mg; elixir, 50 mg 
per teaspoon. 
Hoffmann = La Roche Inc. 


Nutley 10, New Jersey 


Noludar® 
brand of methyprylon 
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BRISTOL, TENNESSEE 
NEW YORK 
KANSAS CITY 
SAN FRANCISCO 


That cortisone and the salicylates have a complementary 
action has been well established.'> In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: ‘“‘By a judicious combination of the two 
agents . .. it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.””! 


INDICATIONS 
Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease... Neuromuscular affections 


EACH TABL AINS 

Cortisone acetate ....... 2.5 mg. 
Sodium salicylate ...... - 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ...... 60 mg. 


(equivalent to 50 mg. ascorbic acid) 
Calcium carbonate ...... 60 mg. 


1. Busse, E.A.: Treatment of Rheumatoid 
Arthritis by a Combination of Cortisone and 
— Clinical Med. 11:1105 (Nov., 


Roskam, J., VanCawenberge, H.: Abst. in 
J.A.M.A., 151:248 (1953). 


Coventry, M.D.: Proc. Staff Meet., Mayo 
Clinic, 29:60 (1954). 


Holt, K.S., et al.: Lancet, 2:1144 (1954). 


Spies, T.D., et al.: J.A.M.A., 159:645 (Oct. 
15, 1955). 


N 


4 7? 


U.S. Pat. 2,691,662 


The S. E. Massengill company 
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FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


LONDON 


Stellate block in 
cerebrovascular dis- 
ease—Dr. R. Crosbie 
Walsh, a general practi- 
tioner in South London, 
read an interesting paper 
recently before the Royal 
Society of Medicine on 
stellate block in the treat- 
ment of cerebrovascular disease. He started his 
study four years ago, largely as a result of the 
gross inadequacies in the routine treatment of 
hemiplegia following cerebrovascular catastro- 
phes. Patients who have sustained such a lesion 
frequently linger either in bed or in a chair for 
many months and often years before they have 
another catastrophe. Dr. Walsh’s largest series 
of cases consisted of upper motor neuron lesions 
which occur after a hemiplegia following cere- 
bral thrombosis. It is important to distinguish 
fully between cerebral thrombosis and cerebral 
hemorrhage, as the block therapy should not be 


‘instituted for at least five days when extravasa- 


tion has occurred in the subdural space. Neck 
rigidity is very much more suggestive of hemor- 
rhage than of thrombosis. 

Dr. Walsh described a total of 198 cases. Of 
41 patients treated within 24 hours, 23 made a 
complete recovery and nine showed excellent im- 
provement; 37 patients were not treated for 6 to 
12 months, but even of these nine showed im- 
provement. 


A-66 


The rapid appearance of Horner’s syndrome 
signifies an effective block; in fact, if it does not 
appear, the stellate ganglion has not been anes- 
thetized. If improvement follows the first injec- 
tion, it is worthwhile to give injections bilater- 
ally on alternate days. possibly for a total of 
three or four injections; if there is subsequent 
deterioration a further series can be given. 

The stellate ganglion lies behind the first por- 
tion of the vertebral artery and has an alarming 
array of vital structures in front of it. Various 
approaches have been suggested, and Dr. Walsh 
prefers the simple anterior method originally 
described by Findley and Patzer (J.A.M.A. 
126:1217, 1945). The patient lies supine with a 
nurse supporting his head, thus relaxing the 
sternocleidomastoid muscles—the head must not 
be flexed. but held in a neutral position. The doc- 
tor’s index and middle fingers. 1% in. apart, are 
pressed along the medial border of the sterno- 
cleidomastoid muscle 1 in. above its sterno- 
clavicular insertion. Firm pressure is applied 
internally and laterally until the transverse 
process of the seventh cervical vertebra is felt. | 
A 10 ce. record syringe (with a No. 5 serum 
needle attached) containing 10 ml. of 1 per cent 
procaine solution is held in the right hand and 
the needle is inserted at a right angle along the 
nail of the index finger. The needle passes along 
the lateral border of the trachea and when it 
has been inserted for 1 to 114 in. the transverse 
process of the seventh cervical vertebra should 
be felt. The needle is then withdrawn very slight- 

(Continued on page A-68) 


POSTGRADUATE MEDICINE 


| 
| 
| 
| 
\ \ an. 
| — 
edicine from Abroa 
| 4 
| 
| 
| 
| 
(Sie 
| 
| 
| 
| 
| 
| 
7 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
! 
| 
| 
| 


June 1956 


Lasker Award statuette 


an acknowledgment 


We are proud that our television series on the 
NBC network, “The March of Medicine”, has 
been selected to receive the first Albert Lasker 
Award in the field of television and radio. 


But we feel that those really being honored 
are you—the physicians and research scientists 
of America. 


Your sense of responsibility to the public— 
and that of your hospitals, laboratories, and 
staffs—has made it possible for “The March 


of Medicine” to report the story of medical 
progress. 


The Lasker Awards heretofore have been be- 
stowed on many of the nation’s outstanding 
medical scientists and journalists. As a member 
of the pharmaceutical industry, we are particu- 
larly grateful for the honor represented by 
this award. 


We are also grateful for the support we have 
continually received from the American Medical 
Association, which has cooperated in this series 
from the very beginning. 


oon 


- 


Francis Boyer 
President 
Smith, Kline & French Laboratories 
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COMPLEX 


unos 


Separate packaging of dry vitamins 
and diluent (mixed immediately be- 
fore injection) assures the patient a 
more effective dose. May also be 
added to standard IV solutions. 


Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 


Thiamine HCI (B,) 10 mg. 
i Riboflavin (B,) 10 mg. 


. Niacinamide 50 mg. 
{ Pyridoxine HCI (B,) 5 mg. 
hf Sodium Pantothenate 10 mg. 
j ) Ascorbic Acid (C) 300 mg. 
Vitamin 15 mcgm. 
Folic Acid 3 mg. 


}  LEDERLE LABORATORIES DIVISION 
4 AMERICAN Ganamid COMPANY 

id PEARL RIVER, NEW YORK 

SREG. U.S. PAT. OFF. 


VITAMINS LEDERLE 


Medicine From Abroad 


ly and the aspiration test performed; this is es. 
sential, particularly in view of the large number 
of small vessels around the ganglion. If this test 
is negative the procaine is then injected. 

Acetazolamide in treatment of epilepsy— 
It has long been known that starvation may help 
reduce the frequency of epileptic seizures, the as- 
sumption being that ketosis and acidosis are re- 
sponsible. More recently, the use of a potent 
carbonic anhydrase inhibitor—acetazolamide 
(DIAMOX®) —in epilepsy has been investigated in 
view of its ability to produce acidosis. Drs. Bar- 
bara Ansell and Edwin Clarke of the London 
Postgraduate Medical School have recently pub- 
lished (British Medical Journal, March 24, p. 
650) an evaluation of the anticonvulsant prop- 
erties of this drug. particularly in the treatment 
of epilepsy. 

They treated 20 patients. 23 of whom had the 
idiopathic or “centrencephalic” type of epilepsy. 
The majority of patients were treated as out- 
patients, although a few began treatment while 
in the hospital. A dose of 125 mg. of acetazola- 
mide was given twice a day, and those who did 
not derive benefit received progressively larger 
doses. adapted to the individual, to a dosage of 
approximately 10 mg. per kilogram of body 
weight, for a minimum of three months. In some 
cases the period of treatment extended to 15 
months. It is well known that complete remis- 
sions are a feature of untreated idiopathic epi- 
lepsy, and evaluation of a new therapy over a 
comparatively short period is dangerous. Never- 
theless, the authors believe their results indicate 
that acetazolamide has value as an anticonvulsant 
agent, either alone in major and minimal epi- 
lepsy or as an adjuvant in some cases of the 
mixed type. No patient was made worse and 
side effects were few and invariably mild. 


GENEVA 


WHO Executive 
Board session—Under 
the chairmanship of Dr. 
S. Al-Wahbi, the Execu- 
tive Board of the World 
Health Organization re- 
cently concluded its seven- 
teenth session. The following are some of the 
principal decisions made at that session: 

U.S.S.R. participation in WHO—Soviet Dep- 

(Continued on page A-70) 
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Maintaining Lean Body Mass 
in the Edentulous Geriatric Patient 


Extensive loss of body protein can occur in either 
the spare or obese geriatric patient. But whatever 
the patient’s somatotype, a decrease in lean body 
mass is usually the result of inadequate protein 
inteke due to poor dentition, slowed-down diges- 
tion and quite frequently, unappetizing main 
dishes. 

Knox Gelatine is an excellent non-residue pro- 
tein which is easy to chew and readily digested and 
assimilated. As a vehicle for many foods, Knox 
Gelatine brightens bland diets, giving a new inter- 
est to jaded appetites. As a concentrated protein 
drink, Knox Gelatine supplies seven out of eight 
essential amino acids and a majority of the other 
amino acids composing protein, 


June 1956 


Protein Pre 


Specifie suggestions on how to use Knox Gela- 
tine in different types of geriatric diets are de- 
scribed in the booklets listed in the coupon below. 


Chas. B. Knox Gelatine Company, Ine. 

Professional Service Department PS-15 

Johnstown, N.Y. 

Indicate number of special diet booklets desired 

for your patients opposite title: 

GERIATRIC_____ REDUCING 
DIABETIC 


YOUR NAME AND ADDREss 
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: To counteract 

corticoid-induced adrenal atro- 
phy during corticoid therapy, 
routine support of the adrenals 
f with ACTH is recommended. 


THIS IS THE 
PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


e@ When using prednisone or prednisolone: 
for every 100 mg. given, inject approx- 
imately 100 to 120 units of HP* 
ACTHAR Gel. 


@ When using hydrocortisone: 
for every 200 to 300 mg. given, inject 
approximately 100 units of HP* 
ACTHAR Gel. 


e@ When using cortisone: 
for every 400 mg. given, inject approx- 
imately 100 units of HP*ACTHAR Gel. 


Discontinue administration of corticoids on 
the day of the HP*ACTHAR Gel injection, 


(IN GELATIN) 


The Armour Laboratories brand of purified 
adrenocorticotropic hormone—corticotropin (ACTH) 


*Highly Purified 


Unsurpassed in Safety and Efficacy 


More than 42,000,000 doses of 
ACTH have been given 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPA 
KANKAKEE, ILLINOIS 


Medicine From Abroad 


uty Minister of Health Dr. N. Khmelev told the 
Board that his country was once more ready to 
participate actively in the work of WHO and 
was prepared to pay its contribution to the WHO 
budget for 1948, the last year the U.S.S.R. took 
any active part in the organization’s work. The 
settlement of the financial problem was referred 
to the World Health Assembly. 

1957 program and budget—The program sub- 
mitted by the director-general for next year was 
approved. However, his budget proposals were 
reduced from $11.400,000 to $11,000,000. In 
the event that the number of members actively 
participating in the work of WHO is increased, 
the budget recommended by the Board to the 
World Assembly would be $12,500,000 (instead 
of the $13,000,000 proposed by the director- 
general). To fit the program into the reduced 
budget. the Board recommended that new activi- 
ties be delayed. 

Cancer tissue study—The creation of registry 
centers for the study of cancer tissues in various 
parts of the world will be studied by WHO. The 
comparative research that could be undertaken 
in these centers might give a clue to the cause 
of cancer. 

Insect resistance to insecticides 


‘Alarming 
signs of resistance to modern poisons are appear- 
ing in a number of insects responsible for trans- 
mitting some of the worst epidemic diseases. A 
vigorous program of research which may lead to 
surer insect control was approved by the Board. 

Mental health—Because mental health prob- 
lems are steadily growing in importance in many 
parts of the world, the Board considered that, 
along with the intensive efforts needed from gov- 
ernments, WHO must be ready to increase its 
assistance in this field. 

World fund for malaria eradication—The first 
two contributions for this voluntary fund have 
heen received. They came from the governments 
of Brunei. which offered $10,000. and China, 
which offered $4000 worth of equipment. The 
Board also appointed five members to a Com- 
mittee on Malaria Eradication to advise the 
director-general on the various aspects of the 
intensified malaria campaign, and on steps to 
obtain increased voluntary contributions from 
official and private sources. 

Rabid bats—Since 1911 it has been known 
that vampire bats in Central and South America 
transmit rabies. In the United States, even bats 
normally feeding on insects and fruit have been 

(Continued on page A-74) 
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Patient is given a radioiodine cap- 
sule or solution by mouth. Identical 
dose is set aside as a ‘‘standard."’ 


After a time lapse (usually 24 
hours), the ‘standard’ is meas- 
ured* inthe phantom neck. A single 
control then adjusts the ‘"MEDIAC"’ 
for the patient. 


Phantom is removed and activity in 
Patient's thyroid is measured. * Up- 
take of radioiodine is directly re- 
lated to thyroid function and shown 
as per cent of administered dose. 


tim 
2 minutes. 
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Diagnosis of Thyroid Function 
Simplified with Radioisotopes 


The routine use of radioactive iodine (1131) as an aid in the 
diagnosis of thyroid function has progressed to the point 
where every hospital, clinic and private physician should 
consider the merits of an isotope program. 


The Mediac, shown in use at the left, is just one of a 
complete line of medical instruments manufactured by 
Nuclear-Chicago for use with radioactivity. Designed for 
the clinic or private physician, operation is simple, fool- 
proof and rapid. Its price is surprisingly low. 


Write for our catalog ‘‘O”’ for full information on the 
Mediac and other clinical radioisotope measuring equip- 
ment as well as complete details on fulfilling AEC 
requirements. 


Leaders in Making Radioactivity Count 


gnuclear-chreago 


Nuclear Instrument and Chemical Corporation 
259 West Erie Street, Chicago 10, Illinois 


‘ 
4 
f 
we 
j 
i= 
| 


Tetracycline Lederle 


in the treatment of 


The prevention and control of cellulitis, 
abscess formation, and generalized sepsis has 
become commonplace technique in surgery 
since ACHROMYCIN has been available. Leading 
investigators have documented such findings 
in the literature. 


For example, Albertson and Trout! have re- 
ported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 
the gall bladder, tubo-ovarian abscess, and 
retropharyngeal abscess. Prigot and his associ- 
ates? used tetracycline in successfully treating 
patients with subcutaneous abscesses, celluli- 
tis, carbuncles, infected lacerations, and other 
conditions. 


As a prophylactic and as a_ therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetricians, 
and physicians in every branch of medicine. 
This modern antibiotic offers rapid diffusion 
and penetration, quick development of effec- 
tive blood levels, prompt control over a wide 
range of organisms, minimal side effects. There 
are 21 dosage forms to suit every need, every 
patient, including 


ACHROMYCIN SF 


ACHROMYCIN with STRESS FORMULA VITAMINS. 
Broad-range antibiotic action to fight infec- 
tion: important vitamins to help speed normal 
recovery. In dry-filled, sealed capsules for 
rapid and complete absorption, elimination 
of aftertaste. 


filled sealed capsules 


'Albertson, H.A. and Trout, H. H., Jr.: Antibiotics Annual 1954-55, 
Medical Encyclopedia, Inc., New York, N.Y., 1955, pp. 599-602. 


*Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and Marmell, M.: 
ibid, pp. 603-607. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 


PEARL RIVER. NEW YORK 


: 
| 
~ . 
~ 
4 
SS 
a 


tity 
| 


shown to be infected with rabies. Since 1953. 
about 100 cases of rabid bats have been reported 
there. Three of the bats bit human beings. Since 
rabies still causes human deaths in many parts 
of the world, bat surveys in various countries 
are being encouraged by WHO so that more in- 
formation on the role of the bat in the trans- 
mission of rabies should become available. 


Medicine From Abroad 


radiation that Jacquelin first used provoked tran- 
sient violent attacks of asthma, and many pa- 
tients became discouraged. Subsequently, the 
x-ray doses were reduced until a controlled, ef- 
fective and safe dosage was ascertained. 
Technic—Penetrating rays at 200 kv. strength 
with 2 mm. copper and 2 mm. aluminum filters 
are used at a 50 em. focal distance. Two tem- 
poroparietal fields are irradiated alternately, one 
field at each session. The patient receives this 


PARIS therapy once a week, except for the first week 

when he is given two treatments. Irradiation is 

Irradiation for treat- limited to the peripituitary area: the center of 

ment of asthma— the x-ray beam is directed on a point 2 em. 

Methods for therapeutic ir- above the center of a line that joins the external 

; radiation of the lungs and orbital angle to the tragus. The initial dose is 
g spleen in asthmatic patients 20 r and it is increased to 30, 40, 60, 80 and the 


have been known since 1906 
(observations of Shelling). 
Those methods were im- 
proved after the reports of 
Drey and Lassen and of Vallery-Radot. 

In 1951 Jacquelin, a Paris hospital staff physi- 
cian who had studied nasal reflex therapy of 
asthmatic patients since 1934, started to irradi- 
ate the subcerebral regions. Good results were 
obtained immediately. Yet. the large doses of 


your allergy 
patients 


maximum. The total amount of radiation is from 
600 to 800 r, which is given in from 12 to 15 
sessions. 

Observed reactions—Toward the fourth or 
fifth session a patient will have a slight recur- 
rence of asthma, which will last about one week. 
or perhaps two. Hot flushes of the face, attacks 
of polyuria, a wide range of sleep disorders from 
insomnia to somnolence, and general fatigue are 

(Continued on page A-78) 


need a lift 


® 


est Worn out with sneezing or scratching, your allergic patients 
need relief from the depression which is often brought on 
by their allergy symptoms. 


You can give them a lift with Plimasin, a combination of a 
(tripslennamine hydrochloride and proved antihistamine and Ritalin—a new, mild psycho- 

methyl-phenidylacetate hydrochloride CIBA) motor stimulant. Plimasin, while effectively relieving the 

symptoms of allergy, counteracts depression as well. 


Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 


Tablets (light blue, coated), each containing 25 mg. Pyribenzamine® hydro- 
chloride (tripelennamine hydrochloride CIBA) and 5 mg. Ritalin® hydrochlo- 
ride (methyl-phenidylacetate hydrochloride CIBA) 2/2268M 


CIBA 


SUMMIT, N.J. 
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Areas of Clinical Study [ One of a Series 


ANEMIA OF 
PREGNANCY 


Maintenance of normal blood values during pregnancy 
is a factor in the welfare of the mother at delivery and 
in preventing anemia in the infant. Improvement in the 
patient’s vitality and emotional stability during gesta- 
tion can also be achieved. 


RONCOVITE, the original, clinically proved cobalt-iron 
product, has introduced a wholly new concept in the pre- 
vention and treatment of anemia. It is based on the unique 
hemopoietic stimulation produced only by cobalt. The 
application of this new concept routinely in pregnancy 
practically insures against the development of iron- 
deficiency; its use has also led to marked, dramatic ad- 
vances in the successful treatment of many of the anemias. 


In a recent clinical study of anemia in pregnancy, Holly! 
reports: 

—about 80 per cent of normal patients manifest significant 
decreases in hematologic values during pregnancy. 


—conversely, 90 per cent of pregnant women maintained 
hemoglobin levels of 12 Gm. per cent or over when given 
Roncovite (iron-cobalt therapy). No other medication 
tested was so successful. 

—in fact, 63 per cent of these Roncovite treated patients 
delivered with the unusually satisfactory level of 13 Gm. 
per cent hemoglobin. 


—Roncovite (iron-cobalt therapy) has proven to be the 
most effective hematinic for maintaining an adequate 
hemoglobin level. 

RONCOVITE IS A SAFE DRUG 


In pregnancy —“No toxic manifestations associated with 
its use have been observed.”’! 


In prematures—* ‘None of them showed harmful effects 
despite the large doses...”*? 


In pharmacology —* Histopathologic studies of rats that 
received cobaltous chloride...revealed no significant de- 
generative changes in parenchymal organs as evidence of 
toxicity.’*3 


RONCOVITE 


The original, clinically proved cobalt-iron product 


June 1956 


SUPPLIED: 

RONCOVITE TABLETS 

Each enteric coated, red tablet contains: 
Ferrous sulfate exsiccated... 0.2 Gm. 
RONCOVITE-OB 

Each enteric coated, red capsule-shaped 
tablet contains: 


Ferrous sulfate exsiccated... 0.2 Gm. 


RONCOVITE DROPS 
Each 0.6 cc. (10 drops) provides: 
Cobalt chloride 

(Cobalt 9.9 mg.).........+. 40 mg. 
Ferrous sulfate........ 75 Mg. 


DOSAGE: 


One tablet after each meal and at bed- 
time. Children | year or over, 0.6 cc. 
(10 drops); infants less than 1 year, 
0.3 cc. (5 drops) once daily diluted with 
water, milk, fruit or vegetable juice. 


1. Holly, R. G.: Anemia in Pregnancy, 
Obstet. & Gynecol. 5 :562 (April) 1955. 

2. Quilligan, J. J., Jr.: Texas State J. 
Med. 50: 294 (May) 1954. 

3. Hopps, H. C.; Stanley, A. J., and 
Shideler, A. M.: Polycythemia In- 
duced by Cobalt, Amer. J. Clinical 
Path. 24: (Dec.) 1954. 


Bibliography of 192 references 
available on request. 
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LLOYD BROTHERS, INC. 


Cincinnati, Ohio 


In the Service of Medicine Since 1870 
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a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS asrina 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


®@ High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 


®@ Cherry flavored ... pleasant and easy to take. 


®@ Xylocaine Viscous has proved valuable in the 
‘“dumping”’ syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 
Average Dosage: One tablespoonful, administered orally. 
upon req 


Additional information a 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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SQUIBB 


florinetf- 


Squibb Fludrocortisone Acetate with Spectrocin (Squibb Neomycin-Gramicidin) 


Florinef-S Lotion (liquid vanishing cream base), 
0.05% and 0.1%, 15 ml. plastic squeeze bottles. 


Florinef-S Ointment, 0.1%, 5 Gm. and 20 Gm. tubes. 


*FLoniner’® ano ‘sPectrocin’® are squ 


TRADEMARKS 
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occasionally observed. Loss of hair. however. is 
not a complaint when proper dosage is applied. 

Physiologic study—After each treatment the 
blood eosinophils decrease in the majority of pa- 
tients exactly as they do in a Thorn test. This 
decrease is not important. as the general graph 
of the eosinophil count varies—the number is 
low first. then it rises at the time of the asth- 
matic relapse (toward the fourth treatment) and 
; slowly decreases thereafter. Under the influence 
4 of the irradiations, the solar reflex again becomes 
: normal: positional oscillations in the arterial 
pressure diminish: the values of carbon dioxide 
gas also return to normal (a normal person 
deepens his breathing at the moment the carbon 
dioxide gas reaches a 4 per cent concentration in 
the air. while an asthmatic will react only when 
the carbon dioxide level reaches 6 or even 8 per 
cent). The physiologic reactions to the dien- 
cephalic irradiation resemble those which used 
to occur after ACTH injections. 

Clinical effects—The best results of irradia- 
tion therapy occurred in asthmatic patients whose 
ailment was clearly related to an exogenic al- 
lergy. as to dust. perfumes. pollens. food articles 
re such as chocolate, shellfish, etc. Good results 
have been obtained in those patients with clinical 


CRYSTALLINE VITAMIN 8,, 


milk, juices, infant formulas. 


Injectable: 30, 100, 1000 mcg. per cc. 
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To build giant-size appetites, prescribe... 


Redisol 


. Major ADVANTAGES: Helps youngsters gain weight. Stimulates hemo- 
poiesis. Cherry-flavored Elixir or soluble Tablets readily blend with 


Supplied as REDISOL Tablets: 25,50, 100, 250 mcg.; Elixir: 5 mcg. per 5 cc. ; 


Medicine From Abroad 


signs of diencephalic origin, such as insomnia, 
anger. phases of depression and asthenia. and 
crises of increased urination. Results were mod- 
erate. however, when lung symptoms predomi- 
nated in the asthmatic patient. such as in cases 
involving chronic inflammation protracted by an 
important nasopharyngeal or bronchial spine, 
asthmatic ailment with the prevalence of effort 
dyspnea and a few paroxysmal crises. or when 
the asthma depended principally on purely 
psychic reaction with strongly affective or emo- 
tional factors. Age, sex or whether the asthma 
was exudative or dry made little difference. 

Altogether, the irradiation method brought a 
complete and lasting effect in 48 per cent of the 
patients treated. partial success in 14 per cent 
(resumption of social activities to a satisfactory 
degree). while 38 per cent of the patients showed 
no improvement. although their conditions did 
not worsen. 

In most cases the improvement became visible 
toward the end of the course of treatment. or 
after three months of radiotherapy. But since a 
good result may be delayed for several months, 
a physician should allow six months to pass after 
the last session before he gives up hope of sue- 
cess. (Semaine d.hop. Paris. December 14. 1955.) 


Philadelphia 1, Pa. 
DIVISION OF 
MERCK & CO., INc. 
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“MYSOLINE”’ raises 
the convulsive threshold 


in grand mal 
and psychomotor attacks 


““MYSOLINE;’ employed alone or in combination with other med- 
ication, controlled or markedly improved 73 per cent of 45 
patients with major motor seizures. In each instance, the previ- 
ous medication had proved to be ineffective.! 


““MYSOLINE,” when used as initial therapy in a series of 97 grand 
mal patients, controlled seizures in 57 per cent of the patients; 
an additional 22 per cent were improved.? 


“... after the proper dose was established, ‘Mysoline’ was well 
tolerated without [serious] side effects.’ 
1. Doyle, P. J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 


2. Livingston, S., and Petersen, D.: To be published. 
3. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 


LITERATURE ON REQUEST 


Supplied: Tablets, 0.25 Gm. Bottles of 100 and 1,000. 
Suspension, 0.25 Gm. per 5 cc. (teaspoonful). Bottles of 
8 fluidounces. 


“MYSOLINE”’ 


Brand of Primidone 


in epilepsy 


AYERST LABORATORIES + New York, N. Y. + Montreal, Canada 


Ayerst Laboratories make “Mysoline” available in the United States 
5655 by arrangement with Imperial Chemical (Pharmaceuticals) Limited. 
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you’d never know he has a peptic ulcer 
he’s symptom free... 


Gay after day after day... 


week after week after week 


cholinolytic 


* normacid gastric action 


* normalizes G.I. tonus and motility 


* prolongs remissions, curbs recurrences 


* virtually free from “anticholinergic” 
side effects 


One tablet t.i.d. before meals and 1 or 2 tablets 
at bedtime. PIPTAL is the only brand of 
methobromide. 


SE 
LAKESIDE -OH 
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three patients...three piperidols 


favorite for generalized G.I. dysfunction 


gives rapid, prolonged relief throughout the G.I. tract 


for patients with and when peptic ulcer 
pain = spasmoftheupper is the problem: 
gastrointestinal tract: cholinolytic 


visceral eutonic 


Normalizes motility 


Relieves gastroduodenal and secretion; prolongs 
and biliary pain spasm remissions, curbs 
— usually in 10 minutes. recurrences, 


Patients on TRIDAL, DACTIL or PIPTAL remain singularly free 
of anticholinergic-antispasmodic side effects. LAKESIDE 
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Reduces Muscular Tension 


MEPROBAMATE 
(2-methyl-2-n- propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 


Electromyography shows decisive response 


Electromyographic study of neuromuscular hyper- ambulatory treatment with EQUANIL; showing def- 
activity in 42-year-old male with anxiety-tension syn- inite reduction in tension, greater ability to relax, 
drome. A, Before EQUANIL; action potential of high and marked improvement in muscular coordina- 
amplitude and frequency. B, After one week of tion. C, Point where patient makes effort to relax.' 


The remarkable effectiveness of EQUANIL may 
be demonstrated in two ways. One is by its 
ability to relieve muscle spasm and neuromuscu- 
lar tension.! The second is by its ability to 
relieve mental tension and anxiety. 


Usual dosage: 1 tablet t.i.d. The dose may be adjusted either 
up or down, according to the clinical response of the patient. 


Supplied: Tablets, 400 mg., bottles of 50. 
1. Dickel, H.A., et al.: West. J. Surg., April, 1956. 


anti-anxiety factor 
with muscle-relaxing action 
... Felieves tension 
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In Buenos Aires, too, you'll find Pentothal in constant use, 


tribute to the fact...there’s no safer, more effective 


intravenous anesthetic, the world over oe 
In all the important cities of the world, wherever modern medicine is as 


practiced, PENTOTHAL Sodium is in almost constant use as an agent of 
choice, in management of anesthesia. This acceptance, reflected in 
more than 2400 published medical reports, has created a world litera- a 
A ture unparalleled in the history of modern intravenous 0 ¢ 
anesthesia. Twenty years of use stand behind your trust. bbott 


PENTOTHAL Sodium 


(Thiopental Sodium for Injection, Abbott) 


= 
ARTHUR SH TONE 
a» 


mo pain... 


no memory... 


rh <> 


Your young patient is spared the nightmare 
of the operating room with PENTOTHAL Sodium 
administered rectally. He goes to sleep in 
his own bed, awakens there with complete 
amnesia of events between. 

And, because Rectal PENTOTHAL reduces 


=NTOTHAL Sodium y=. 


(Thiopental Sodium, Abbott) 


pediatric anesthesia 


RUTH RAY 


the dosage of inhalation and supplementary 
agents, after-effects are markedly lessened. 
As a basal anesthetic, or as a sole agent in 
minor procedures, PENTOTHAL by rectum 
affords a notably safe and simple 
approach to pediatric anesthesia. 
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| PRUNE-MALT 


CY THE MAKERS OF DIAPARENE 


AVOID CATHARTIC 
ADDICTION 


High palatability; enhances 
flavor of milk, cereal, pudding, 
fruit juice and ice cream. 
Delicious right off the spoon. 


® Physiologically stimulates peristalsis 
© induces softer stools 

\y @ A nutritious dietary supplement 
My (56 calories per tablespoonful) 


\ A dietary peristaltic of prune, 

\ fig and nondiastatic malt syrup 
} neutralized with potassium 
carbonate. 


DOSAGE: 2 tablespoonfuls at each meal ; 
until easy elimination is restored. Then 2 
tablespoonfuls at bedtime to maintain 
soft stools. 


Literature and Samples on Request 


BENSON-NUEN LABORATORIES, INC. 
New York 10, New York 


\ "Trade Mark 
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fatigue 
. .. for a holiday from fatigue ...in your 


“well” patients who feel sick. 


Your tired patients: Betasyamine has been included in the 
recovery and rehabilitation programs of many common con- 
ditions characterized by chronic fatigue, impaired neuro- 
muscular function, and anxiety tension states. It has been 
clinically established"*** to be of distinct benefit in relieving 
exhaustion, re-establishing muscle tone, creating a new mood 
of optimism. Low energy states have been linked with sub- 
normal muscle and nerve phosphocreatine readings.’ Beta- 
syamine, containing betaine and glycocyamine, precursors 
of phosphocreatine, steps up these values to normal, thus 


tending to restore and maintain the dynamic energy balance. 


Containing no unphysiologic sedative or stimulant drug, 
Betasyamine is true replacement therapy; it offers promise 
of—a holiday from fatigue—wherever increased burdens 


and stresses have undermined the energy reserve. 


Averace Dosace: 1 Effervescent Packet; 1 tablespoonful Emulsion; or 5 Tablets three times daily at 
mealtimes. 

Supplied: Effervescent Packets (new) — 24's; Emulsion 16 fl. 0z.; Tablets — 200's. 

Rejerences: 1, Dixon, H. H., and others: West. J. Surg. 62:338 (June) 1954. + 2. Jones, C, H.: (in press). 


¢ 3. Watkins, A. L.: New England J. Med. 248:621 (April 9) 1953. * 4. Aldes, J. H.: Bull. Biol. Sciences 
Foundation /:4 (April) 1954. 


Amino Products Division 
International Minerals & Chemical Corp. - Chicago - San Francisco - Los Angeles 
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IN WOMEN, 


the preferred broad spectrum 
antibiotic preparation is 


MYSTECLIN 


STECLIN-MYCOSTATIN (SQuIBS TETRACYCLINE-NYSTATIN) 


Usual broad spectrum antibiotic therapy may be 
followed by vaginal moniliasis. Mysteclin supplies 
well tolerated broad spectrum therapy without sub 


sequent vaginal moniliasis.” 


Vaginal moniliasis following antibiotic therapy 


*Stone, M. L., and Mersheimer, W. L.: “Comparison of side effects of tetracycline 
and tetracycline combined with nystatin.” Antibiotics Annual 1955-56, New Yor, 
Medical Encyclopedia Inc., 1956, p. 862. 


Oral antibiotic therapy may cause an overgrowtl 
of monilia in the vagina, producing vaginal moni- 
liasis with vulvar pruritus and vaginal discharge. 
All women are susceptible, but this complication 
is especially frequent in women who are pregnant 


or diabetic. In many cases, the woman fails to 
inform the physician through embarrassment or | 
failure to relate the condition to preceding anti- 
biotic therapy. 
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| vaginal moniliasis: 


an increasingly 

common complication of 
antibiotic therapy 

« wide use of penicillin and broad spec- 
trum antibiotics, with resultant disturbance 
of vaginal bacteriology has increased 
markedly the incidence of yeast and fungus 
infections of the vagina.... Before advent 
of the wonder drugs, relationship of tricho- 
monas to monilia was roughly four to one 
in the usual office practice. Within the past 
eight years the ratio has been reversed with 
three monilia problems to one of tricho- 


monas. 
Lee, A. F, and Keifer, W. S.: 
Northwest Med. 53:1227 (Dec.) 1954. 


“Vaginal moniliasis ... is quite common and 
the incidence may well have been increased 
following the extensive use of the broad- 
spectrum drugs or prolonged oral use of 
penicillin.” 


Welch, H.: Editorial, 
Antibiotic Med. 2:79 (Feb.) 1956. 


MYSTECLIN 
the only broad spectrum antibiotic 
preparation that: 
1: provides the antibacterial activity of 
tetracycline and 
2: protects the patient against monilial 
superinfection 


Each Mysteclin capsule contains 250 mg. Steclin 
(Squibb Tetracycline) Hydrochloride, a well toler- 
ated broad spectrum antibiotic, and 250,000 units 
Mycostatin (Squibb Nystatin), the first well toler- 
ated antibiotic active against fungi. Minimum adult 
dosage: 1 capsule q.i.d. Supply: Bottles of 16 and 
100. 

also available: MYSTECLIN Half Strength Capsules 
(125 mg. Steclin Hydrochloride and 125,000 units 
Mycostatin): Bottles of 16 and 100. 


A PARTIAL LIST OF 
INDICATIONS FOR MYSTECLIN 


When caused by tetracycline-susceptible organisms, 
the following conditions are among those which may 
be expected to respond to Mysteclin: 


Abscess Metritis 
Bronchiectasis Osteomyelitis 
Bronchitis Otitis Media 
Bronchopneumonia Peritonitis 
Burns, Infected Pertussis 
Cellulitis Pharyngitis 
Cervicitis Pneumonia 
Chancroid Psittacosis 
Colitis Pyelonephritis 
Cystitis Q Fever 
Diarrheas, Infectious Rocky Mountain 
Dysentery, Amebic Spotted Fever 
Dysentery, Bacillary Salpingitis 
E 
Scarlet Fever 
Endocarditis, 
; ub Typhu 
Bacterial 
Epididymitis Sepsis, Puerperal 
Furunculosis 
Gastroenteritis 
Sinusitis 


Gonorrhea 
Granuloma Inguinale 
Klebsiella Pneumonia 


Skin Graft Infections 
Surgical Prophylaxis 


Laryngitis Tonsillitis 
Lymphadenitis Tracheobronchitis 
Lymphangitis Tularemia 
Lymphogranuloma Typhus 

Venereum Urethritis 
Mastoiditis Vesiculitis 
Meningitis Wounds, Infected 


It is impossible to predict with certainty 
in which patients clinical moniliasis may 
develop as a result of broad spectrum anti- 
biotic therapy. 

However, the added protection afforded 
by Mysteclin against monilial superinfec- 
tion is especially important when antibio- 
tic therapy must be prescribed in high dos- 
age or for prolonged periods. 

It is also particularly important in wom- 
en; in debilitated, elderly, or diabetic pa- 
tients; in infants (particularly prematures); 
in patients for whom concomitant cortisone 
or related steroid therapy is prescribed; 
and in individuals who have developed a 
monilial complication on previous broad 
spectrum therapy. 
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DRI-CLAVE™ STERILIZERS 


DESCRIPTION: Three new models provide dry heat 
sterilization at 160 to 182° C. All are equipped 
with thermostat, thermometer, signal lights, trays 
and tray holders. Features include rapid heat-up 
time (to 160° C. in about 10 minutes), burnout- 
proof heating elements, and economy of cost and 
operation. Automatic time switch also is ayail- 
able. Model numbers are 125, C2 and 35. 
propucer: Drie Clave Company, New York. 


PERSISTIN® 


PURPOSE: Pain relief. 

composition: Each tablet contains 24% gr. (160 
mg.) acetylsalicylic acid and 7% gr. (480 mg.) 
salicylsalicylic acid. 

INDICATIONS FOR Use: Arthritic and rheumatic in- 
volvements, bursitis, myalgias, neuralgias, and 
other types of pain relieved by salicylates; fever 
and distress of upper respiratory and various 
other infections. 

DOSAGE AND ADMINISTRATION: Adults, 3. tablets 
before retiring. Children, proportionately less. 
HOW supPPLiep: Bottles of 90 scored, uncoated 
tablets. 

propucER: Sherman Laboratories, Detroit. 
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Jor your 
avmamentavrium 


Information published in this department 
is supplied by the manufacturers of the 
products described. 


STORCAVITE 


Natural calcium supplement. 
COMPOSITION: Each sugar-coated tablet) contains 
purified powdered oyster shell, and vitamins and 
minerals in quantities sufficient for the increased 
nutritional requirements of pregnancy. 
INDICATIONS FOR USE: Dietary supplement during 
pregnancy and lactation to prevent hypocaleemia 
and vitamin-mineral deficiency. The phosphate- 
free calcium is easily assimilated and eliminates 
or lessens tendency to leg cramps. 

DOSAGE. AND ADMINISTRATION: 3 tablets daily, with 
meals, 

How suppiiep: Bottles of 100. 

propucer: J. B. Roerig & Company, division of 
Chas. Pfizer & Co., Inec., Chicago. 


DEMEROL™ WITH ATROPINE 


rpurPoseE: To suppress excessive salivary and bron- 
chial secretions: relieve cardiospasm and pyloro- 
spasm; and reduce hypermotility of the gastro- 
intestinal, biliary and genitourinary tracts. 
composition: Each cubie centimeter contains 50 
mg. of Demerol hydrochloride and 0.2. mg. of 
atrepine sulfate. 
INDICATIONS FOR USE: Preoperative medication: 
gastrointestinal, biliary and renal colic; and acute 
cardiospasm and pylorospasm. 
DOSAGE AND ADMINISTRATION: Administered by 
subcutaneous or intramuscular injection. Pre- 
operative dose for adults, 1 to 2 ce. from 30 to 90 
minutes before anesthesia; children, proportion- 
ally less. Adult dose for gastrointestinal colic, and 
acute cardiospasm and pylorospasm, 1 to 3. cc.; 
for biliary and renal colic, 2 or 3 ce. 
How suppPLiep: Ampules of 2 ce., boxes of 25. 
propucer: Winthrop Laboratories, New York. 
(Continued on page A-90) 
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highly effective dual-action weapon that 
achieves optimum analgesia and muscle re- 
laxation in arthritis and —_ neuromuscu 


Para-Aminobenzoic Acid. 0. 25 Gm. (4 

Ascorbic Acid mg. (1/3 gr.) 

Physostigmine Salicylate. . ..0.25 mg. (1/250 gr.) 
‘Homatropine Methylbromide. mg. (1/120 gr.) 


Dosage: 2 tablets four times daily, preferably 
before meals and at bedtime. 
Supplied: Bottles of 200, 500, and 
enteric-coated tablets. 


Products Born of Continsons: 
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tar 2 of rare value... 

bursitis, fibrositis, low-back pai 

or bursitis, fibrosttis, low-back pain 


METIMYD" OPHTHALMIC SUSPENSION 


rurPose: Topical corticosteroid-sulfonamide. treat- 
ment of eye disorders. 

COMPOSITION: Sterile suspension of 0.5 per cent 
METICORTELONE® (prednisolone acetate) in a 10 
per cent) solution of suLamMyp®  (sulfacetamide 
sodium). 

INDICATIONS FOR USE: Recommended for anti-in- 
flammatory and antibacterial action in afflictions 
of the evelid, conjunctiva, cornea, sclera and iris 
in both adults and children. Although Metimyd is 
formulated primarily for ocular administration, it 
may be used in the ear and nose also. 

CAUTION: Contraindications appear to be the same 
as those for other corticosteroid-sulfonamide prep- 
arations. Herpes simplex infection is the principal 
one of these, although it should be remembered 
that herpes zoster is an indication. 

DOSAGE AND ADMINISTRATION: ‘To be adjusted) to 
specific needs of the patient. Usually, 2. or 3 
drops of Metimyd should be instilled in the con- 
junctival sac every hour or two during the day 
and less often at night until favorable response is 
obtained. Thereafter, dosage may be reduced, but 


care should be taken not to discontinue therapy 


prematurely. When required, therapy with MeEtI- 
CORTEN® or Meticortelone should be added. 

HOW In 5 ce. dropper bottles. 
rropecer: Schering Corporation, Bloomfield, N. J. 


BLAK-RAY LAMP 
(Model BLF-6) 


DESCRIPTION: Long-wave ultraviolet lamp uses a 
special tubular filter to cut down visible light 
emission from the ultraviolet: tube, making pos- 
sible better observation of low-grade fluorescence, 
particularly in the critical areas of pale blue, 
light green and red. With the peak emission at 
3.660 Angstrém units, the lamp is especially valu- 
able for sanitation inspection, criminology, chro- 
matography, oil analysis and medical diagnosis, 
where subtle shadings or weak fluorescence areas 
must be observed. The model operates on 110-125 
volt, 50-60 cycle alternating current, or may be 
used on batteries through a carrying case contain- 
ing a special battery adapter circuit. 

propucer: Black Light Corporation of America, 
San Gabriel, Calif. 
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New for Your Armamentarium 


FILMTAB” NEMBUDEINE! 
(New Form) 


purvose: Analgesic-sedative. 
composition: Each tablet contains: 


Aspirin (aluminum salt) 210 mg. 
Acetophenetidin 150 mg. 
Caffeine 30 meg. 
NEMBUTAL® (pentobarbital, Abbott) 15 mg. 


INDICATIONS FOR USE: For relief of pain and men- 
tal irritability and restlessness associated with 
acute or chronic inflammatory conditions. May 
be used preoperatively or postoperatively for 
minor surgical procedures. ‘The film) seal masks 
taste and odor but does not delay absorption of 
the active ingredients. , 
DOSAGE AND ADMINISTRATION: One tablet) orally 
at three to four hour intervals. 

How Bottles of 100, 

rropucer: Abbott Laboratories, North Chicago. 


MEDIATRIC! TABLETS 
(New Dosage Form) 


PURPOSE: Preventive geriatrics. 

pEscRIPTION: ‘Tablet form provides estrogen and 
androgen in small doses, nutritional factors, and 
a mild antidepressant, 

How stuppPLiED: Bottles of LOO and 1000. 
rropucer: Ayerst Laboratories, New York. 


® REAGENT CHEMICAL 


perrose: A new reagent chemical, L-leucyl-beta- 
naphthylamide hydrochloride, for simple, rapid 
colorimetric determination of leucine aminopepti 
dase activity in tissues and sera. The enzyme is 
found in abnormally high values in the sera of 
pregnant women, 

propucenk: Dajac Laboratory, Chemical Division, 
The Borden Company, Leominster, Mass. 


® CAPILON 


purPose: Anthemorrhagie agent. 
cOoMPostTiION: Each tablet contains: 


Lemon bioflavonoid complex 100 mg. 
Rutin ; 100 mg. 
Ascorbic acid 100 mg. 


INDICATIONS FOR USE: To help reduce abnormal 
capillary fragility, permeability and bleeding as- 
sociated with such conditions as threatened and 
habitual abortion, rheumatoid arthritis, athero- 
sclerosis and drug-induced hypocoagulability of 
blood. 
DOSAGE AND ADMINISTRATION: 2 to 8 tablets daily 
in divided doses, or as prescribed. 
HOW suUPPLIED: Bottles of 100, 500 and 1000. 
propucer: The Paul Plessner Company, Detroit. 
(Continued on page A-92) 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 


Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN” with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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New for Your 


@ MODEL 183 BINARY SCALER 


DESCRIPTION: Scaler designed for use with Geiger- 
Miiller or fast scintillation detectors has a_re- 
solving time of only one microsecond, permitting 
its use with radiation detectors with a basic re- 
solving time of one microsecond or less. Instru- 
ment will provide a coincidence loss of less than 
1 per cent for an average counting rate of 600,000 
counts per minute. A chassis switch decreases the 
resolution time to five microseconds when used 
with Geiger counters whose recovery time is ap- 
proximately 50 microseconds or more. Eight scal- 
ing stages provide a scaling factor of 256 followed 
by a four digit, electrically reset register. The pre- 
determined count circuit may be used to stop the 
count automatically after 10, 100 or 1000 register 
counts. Built-in high-voltage supply for the ex- 
ternal detector is continuously variable from 500 
to 2500 volts. 

propucerR: Nuclear Instrument and Chemical Cor- 
poration, Chicago. 


© SPARINE® 


PURPOSE: Ataractic agent. 

composition: Promazine hydrochloride (10-[y- 
hydro- 
chloride). 

INDICATIONS FOR USE: Acute agitation, acute men- 
tal disturbances of alcoholism, various psychoses, 
and withdrawal symptoms of drug addiction. 
DOSAGE AND ADMINISTRATION: When required, par- 
ticularly in bed-fast patients, Sparine therapy may 
be initiated by intravenous injection, followed by 
intramuscular or oral administration. 

HOw suppuiep: Tablets of 25, 50 and 100 mg. in 
bottles of 50 and 500; tablets of 200 mg. in bot- 
tles of 500; Sparine injection, 50 mg. per cubic 
centimeter, in vials of 2 and 10 ce. 

propuceR: Wyeth Laboratories, Philadelphia 2. 


® 25 POUND ELECTROCARDIOGRAPH 
(Model ECG-260) 


DESCRIPTION: New model measures only 814 by 
14 by 956 in. and is 5 lb. lighter than previous 
models. A push-button lead-selector switch simpli- 
fies the controls. Housed in a mahogany cabinet. 
propucer: Edin Company, Worcester, Mass. 


Armamentarium 


® CAL-O-B TABLETS 


PuRPOSE: For mineral and vitamin deficiencies, 
especially during pregnancy and lactation. Also 
useful as a supplement in geriatric, convalescent, 
preoperative and postoperative patients, and for 
growing children. 

composition: Each Cal-O-B tablet contains trace 
minerals and: 


Calcium glycerophosphate 500 me. 
Ferrous gluconate 200 me. 
Vitamin D. (caleiferol) 1000 units 
Pyridoxine hydrochloride 1] me. 
Ascorbic acid 50 mg. 


DOSAGE AND ADMINISTRATION: 1 or 2 tablets twice 
daily with meals. 

How suppLiep: Bottles of 100. 

propucer: The Warren-Teed Products Company. 
Columbus. 


PEDIATRIC PIPTAL® 


rurrose: Treatment of infant colic. 
composition: N-ethyl-3-piperidyl-benzilate metho- 
bromide (4 mg.) and phenobarbital (6 mg.). 
DOSAGE AND ADMINISTRATION: prescribed, 15 
minutes before feeding on a demand schedule. 
How suPPLIED: In 30 ce. dropper bottles. 
propucer: Lakeside Laboratories, Inc., Milwaukee. 


MEDIHALER® ORAL ADAPTER 


purPose: Asthma therapy. 

pescriptTion: A small, unbreakable plastic nebu- 
lizer. easily cleaned or sterilized, in a plastic case 
which accommodates bottle of medication. De- 
signed for inhalation of MEDIHALER-Iso® (Riker 
brand of 0.25 per cent isoproterenol hydrochloride 
u.s.P. in aerosol solution) and MEDIHALER-EPT® 
(Riker brand of 0.5 per cent epinephrine hydro- 
chloride .s.p. in aerosol solution). These two 
bronchodilators are supplied in a 10 ce. leakproof, 
spillproof bottle, with a valve which releases a 
fixed amount of medication regardless of pressure 
used or bottle content. The bottle is never opened 
or exposed to air, and provides approximately 200 
inhalations, a month’s supply for most asthmatics. 
propucer: Riker Laboratories, Inc., Los Angeles. 


RUSH COUNTERSUPPORT 


DESCRIPTION: Designed primarily to aid reduction 
of supracondylar femur fracture and for x-raying 
during surgery. Pinning of tibia shaft fractures 
can be facilitated by its use. in both closed and 
semi-open operations. For the shaft of the femur 
it permits traction with flexed knee while upward 
pressure brings displaced lower fragment into 
alignment, Countersupport can also be used in 
performing limb amputations and as a foot prop. 
propucER: The Berivon Company, Meridian, Miss. 
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Products by Therapy Indications 


PHARMACEUTICALS 


Analgesics and Narcotics 
Filmtab Nembudeine — Abbott 
Neocyten—Central 
Persistin—Sherman 


Anesthetics, Local and General 


Pentothal— Abbott 
Xylocaine Solution — Astra 


Anesthetics, Topical 


Tronothane Abbott 
Xylocaine Ointment — Astra 
Xylocaine Viscous Astra 


Antacids and Intestinal Adsorbents 


Maalox—Rorer 


Anthemorrhagic Agents 


Capilon- Paul Plessner 


Antiallergics 


Chlor-Trimeton— Schering 


Co-Pyronil —Lilly .... 


4 hours after accident — 
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Facing A-16-17 


... A-33 


.A-74-114-126 


Teldrin Spansule— Smith, Kline & French 
Tyzine—Pfizer .. 


Antiarthritics 


Butazolidin—Geigy ............ 
Co-Deltra—Sharp & Dohme . 
Co-Hydeltra—Sharp & Dohme . een 
HydroCortone-T.B.A.— Sharp & Dohme 
Meticortelone—Schering 
Pabirin—Smith-Dorsey 
Salcort—Massengill . 


Antiasthmatics 


Nephenalin-——Leeming 
Sterane—Pfizer .......... 
Tedral—-Warner-Chilcott . 


Antibiotics 


Achromycin—Lederle 
Erythrocin— Abbott 
Gantrisin—Hoffmann-La Roche . 
Mysteclin—Squibb 
Remanden—Sharp & Dohme ........... 
Terrabon—Pfizer ......... 
Tetracyn—-Pfizer . 


-.- THE NEW INJECTABLE ENZYME 


CHYMAR 


...relieves inflammation 
through systemic action 


tissue necrosis . . . promotes healing. 


5000 units of proteolytic activity. 5 cc. vials. 


EX... ARMOUR LABORATORIES 


A DIVISION OF ARMOUR & COMPANY + KANKAKEE, ILLINOIS 


.. .A-139 


A-4 


Chymar reduces inflammation . . . decreases edema... re- 


stores circulation . . . hastens absorption . . . stops further 


Chymar—a suspension of chymotrypsin, a proteolytic enzyme 


in sesame oil for intramuscular injection—each cc. supplies 


......Third Cover ak 
(Continued on page A-94) 
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Products by Therapy Indications—Continued 


Anticholinergies Antispasmodics 
Pamine Tablets, Syrup & Sterile Solution——Upjohn |. A-101 Demerol with Atropine—Winthrop . 
Pathilon—Lederle . ing A-94-95 Donnatal Extentabs—Robins 
Piptal—Lakeside ................. ee Tridal—Lakeside 
Piptal (Pediatric) Lakeside ................... . A-92 
» al__s ‘acing -16- 
Prantal—Schering _... ..Facing A-16-17 
Anticonvulsants Atarax Roerig 
Equanil- Wyeth |... 
Gemonil— Abbott 7 A-128 
‘ A Miltown--Wallace 
Milontin—Parke, Davis A-135 
Raudixin — Squibb 
Mysoline—Ayerst A-79 
Serpatilin— Ciba 
Paradione-—-Abbott A-128 Sparine--Wyeth 
Phenurone—-Abbott . A-128 
Tridione Abbott A-128 
Cardiovascular Agents 
Antidiarrheals 


Digitalis Davies, Rose . . 
Cremomycin —Sharp & Dohme .. Second Cover Digoxin Burroughs Wellcome 


Rauwiloid— Riker 


Antiemetics Unitensen-R—TIrwin, Neisler 
Bonamine— Pfizer A-97 
Thorazine—Smith, Kline & French A-117 Central Nervous Stimulants 
Auth-Suilammateries Betasyamine International Minerals 
4.93 L-Glutavite—Gray 
Chymar— Armour . A-93 Ritalin—Ciba 
Antiseptics 
B-P Formaldehyde— Parker, White & Heyl A-110 Coagulants 
Zephiran—Winthrop ........ AB Koagamin—Chatham 
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Products by Therapy Indications—Continued 


Contraceptives Mediatric—Ayerst .................. 
Preceptin—Ortho Facing A-114-115 Metandren Linguets—Ciba .......... A-11 
Nilevar— Searle A-l 
Dermatologic Preparations Premarin with Methyltestosterone—Ayerst A-91 
Calmitol—Leeming ....... A-118 
Desitin Ointment— Desitin skorts . A-115 Laxatives, Deconstipants and Enemas 
Florinef-S—Squibb ............ A-77 Fleet Enema— Fleet A-104 
Terra-Cortril—Pfizer .......... A-64 Muscle Relaxants 
Ziradryl Parke, Davis A-125-129-140-141 A-108-109 
Diagnostic Aids 
Reagent Chemical —Dajae Laboratory A-90 
Metimyd—Schering A-34-35-90 
Diuretics 
Diamox — Lederle A-63 Parasym pathetic Agents 
Urecholine—Sharp & Dohme A-99 
Hematinics 
Bemotinie— Ayerst A-119 Reducing Aids 
Iberol Abbott A-111 Biphetamine— Strasenburgh A-13 
Perihemin— Lederle A-146 Obedrin— Massengill A-53 
Roneovite— Lloyd A-75 
Sedatives and Hypnotics 
Hormones and Steroids Butiserpine—MeNeil A-39 
Gynetone- Schering . Facing A-16-17 Butisol-Sodium— McNeil A-21 
HP Acthar Gel— Armour A-70 (Continued on page A-96) 
lodide 
Tridihexethy! iodide Lederle 
Tablets 25 mg. 
ulcer relief with few side effects 
86 25 
0 BS For the medical management of peptic ulcer, gastric 
P a—DRUG A hyperacidity and hypermotility, gastrointestinal spastic conditions 
such as spastic and irritable colon, functional diarrhea, 
x aecrecalae pylorospasm, and hypermotility of the small intestine 
c—PLACEBO that is not associated with organie change.? 
90 o—PATHILON Effective in relieving pain due to smooth muscle spasm. 
, In usual dosage, undesirable side effects are rare. 


Available with or without added phenobarbital, 15 mg. 
Also offered as Parniton Parenteral. 10 mg./ce.—1 ee. ampuls. 


LEDERLE LABORATORIES DIVISION 
Lederie) AMERICAN CVANAMID COMPANY 


PEARL RIVER, NEW YORK 


1. “Evaluation of Drugs in the Treatment of Peptic Ulcer” by J. M. Ruffin, 
M. D.; D. Cayer, M. D.; J. S. Atwater, M. D., and B. G. Oren, M. D., Exhibit 
at A.M.A. Meeting, Atlantic City, June, 1955. 

2. J.A.M.A. 160:389 (Feb. 4) 1956. *REG. U.S. PAT. OFFe 


Oky MOUTH VISUAL DISTURBANCE 


URINARY RETENTION STOMATITIS 
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Products by Therapy Indications—Continued 


Nembu-Serpin Abbott 
Noludar loffmann-La Roche 


Trichomonacides 


Tritheon Ortho 


Urinary Anti-Infectives 


Avo Gantrisin Hoffmann-La Roche 


Furadantin Eaton 


Vasodilators 


Arlidin U.S. Vitamin 
Hidar Hoffmann-La Roche 


Roniacol Hoffmann-La Roche 


Vitamins and Nutrients 


Jeminal B17 Ayerst 
Cal-O-B  Warren-Teed 
Deca-Mulcin Mead Johnson 
Deca-Vi-Caps Mead Johnson 
Deca-Vi-Sol Mead Johnson 
Engran Squibb 

Folbesyn Lederle 
Hlomagenets  Massengill 
Natabee Parke, Davis 
Optilets Abbott 

Poly-Vi-Sol Mead) Johnson 
Redisol Sharp & Dohme 


_  Serpatilin Tablets, 
0.1 mg./10 mg., each 
containing 0.1 mg. 
Serpasil® (reserpine 
CIBA) and 10 mg. 
Ritalin® hydrochloride 
(methyl-phenidylacetate 
hydrochloride CIBA). 


A-96 


Facing A-64-65 


Facing A-48-49 


Facing A-64-65 


Dosage: 1 tablet b.i.d. 
or t.i.d., adjusted to 
the individual. 


A-26-27 


A-98 Storcavite—— Roerig 
Tri-Vi-Sol) Mead Johnson 
Vi-Penta” Hoffmann-La Roche 


DIETARY 


Dairy Foods— National Dairy Council 
Enriched Bread American Bakers 
Gelatine —Knox 
A-23 Instant Nonfat Dry Milk Pet 
Meat American Meat Institute 
Mother’s Oats Quaker Oats 


A-12 Quaker Oats” Quaker Oats 
A-124 
A-124 INSTRUMENTS AND EQUIPMENT 


Binary Sealer Nuclear 
Blak-Ray Lamp Black Light Corp. 
Dri-Clave Sterilizers Dri-Clave Co. 


A-3-92 
A-58-59 Electrocardiograph — Edin 
A-58-59 Mediac —-Nuclear-Chicago 
A-58-59 Medihaler Riker 

4.62 Patrician X-Ray Unit General Electric 

A-68 Rush Countersupport — Berivon 

A-121 

A127 MISCELLANEOUS 

A-60 Surgilar Davis & Geck 
A-58-59 X-Ray and Photography Supplies 

A-78 Eastman Kodak 


— 


your “up-and-down” patient 


= TM. 
Serpatilin 


(reserpine and methy!-phenidylacetate hydrochloride CIBA) 


Stabilize your patients who overreact to environmental 
stresses. Serpatilin combines the relaxing, tranquilizing 
action of Serpasil with the mild mood-lifting effect of 
the new cortical stimulant, Ritalin — to induce emotional 
equilibrium in patients who are upset, depressed, with- 
drawn, anxious or irritable. 2/2200m 
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BONAMINE 


BRAND OF MECLIZINE HYDROCHLORIDE 


longest-acting motion-sickness remedy’ effective in low 
dosage... controls motion sensitivity symptoms in minutes...one dose usually 
prevents motion sickness for 24 hours. 

in recommended dosage Bonamine is notably free from 
side reactions... supplied as: BONAMINE TABLETS, scored, tasteless, 
25 mg... . BONAMINE CHEWING TABLETS, pleasantly mint flavored, 25 mg. 


*Trademark 1. Report of Study by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755 (March 3) 1956. 


(Pfizer 
: CT" prizer LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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pa-the-clock Seda; 
so" On plus trang" 
The combination of 30 mg. (14 gr.) Nembutal Calcium (Pentobarbital 
Calcium) and 0.25 mg. reserpine in each tiny Nembu-Serpin 
Filmtab provides longer-lasting sedation—without drowsiness— than 
Nembutal alone, plus a more rapid onset of tranquilizing 
effect than reserpine alone. 
e short-acting Nembutal quickly induces drowsiness at bedtime, 
followed by refreshing sleep. 
e longer-acting reserpine calms patients through the following 
days, yet they keep their drive and energy. 
Faster-acting—no waiting for cumulative response. Anxiety and 
hypertension patients experience almost immediate relief as 
Nembu-Serpin’s sedative-tranquilizing action rapidly takes effect. 
Smaller dosages—fewer side effects. Small dosages make side effects rare, 
medication economical, dosage schedules simple. Just one 
Nembu-Serpin Filmtab at bedtime will calm the worries of | 
®Fiim-sealed tablets. most anxiety patients. In bottles of 100 and 500 Filmtabs. (bGott 
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RESECTION OF MUCOCELE: Preoperative radiograph, A-P view 


Radiography at work...with color photography 


Here are radiography and photography 

working together to broaden the scope of 

medical knowledge, increase its usefulness. i 
With visual data such as shown, the 7 

physician has material for research and 

review, for teaching or discussion. Anytime 


he wishes, he can retrace steps in the 
treatment of the case 


show the radiographs 
which helped him establish his 


diagnosis—show the steps in 


surgery or therapy, clearly, 


objectively. 
Preoperative photograph of patient. See follow- pA 
ing page for additional steps in surgery. r (0) a 
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2. Frontal sinus cortex removed —mucocele membrane 
in evidence. 


4. Portion of mucocele. 


3. Mucocele membrane being removed from frontal 
sinus. 


5. Photomicrograph of mucocele membrane 
(Magnification, X10.) 


For Radiography: Kodak Blue Brand \-ray Film 
and Kodak x-ray) processing chemicals meet the 
most exacting requirements. They are always depend- 
able—uniform. Quality-controlled—rigidly tested. 


they are made to work together. 


For Color Photography: Kodachrome 


Film for miniature and motion-picture cameras: 


Kodak Ektachrome Film and Kodak Ektacolor Film. 
Type B. for sheet-film cameras: 

Kodak Ektachrome Roll Film for roll-film and 


miniature cameras. 


Order x-ray products from your x-ray dealer, 


photographic products from 


vour photographic dealer. 


Kod 


TRADE MARK 


KASTMAN KODAK COMPANY. Medical Division, Rochester 4, N.Y. 
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(BETHANECHOL CHLORIDE, U.S.P.. MERCK) 


Prophylactic use of URECHOLINE minimizes postoperative ab- 
dominal distension and constipation due to atonic gastrointestinal 
musculature. Used therapeutically, improved gastrointestinal 
tone and increased peristalsis with expulsion of flatus follow oral 
administration, often within 30 minutes. In the lower bowel, 
URECHOLINE acts by stimulating the colon and sphincter, 
causing contraction of the smooth muscles of the colon and 
relaxation of the anal sphincter. 

OTHER INDICATIONS: Postoperative and postpartum urinary reten- 
tion, hexamethonium-induced side effects, megacolon. 

SUPPLIED: 5 mg. and 10 mg. tablets, bottles of 100; 1-ce. ampuls, 
each containing 5 mg. of URECHOLINE Chloride. 


June 1956 


improving GI tone 


MAJOR ADVANTAGES: Acts directly on smooth muscle, not inac- 
tivated by cholinesterase, effects are reversible with atropine. 


Philadelphia 1, Pa. 
Division or Merck & Co., INc. 
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| watching weight for two... 


She's a problem sometimes, isn’t she? Even 
if she knows that eating for two means 
quality, not quantity, she’s just not always 
sure what quality implies. When she gets 
hungry enough for two, she can’t always be 
logical about it. And she can rationalize that 
extra gain so easily, with one eye 

on the calendar. 


Fortunately for today’s expectant mother, 
weight-watching can be much easier. . . with 
Instant Pet Nonfat Dry Milk. 


She can reconstitute it for drinking, and enjoy 
i delicious fresh-milk flavor with all milk’s 
: = protein, calcium, and B-vitamins— but only 
half the calories of whole milk. She can use 
Instant Pet, in either liquid or dry form, to 
cut calories in cooking. And the addition of 
extra Instant Pet, in dry form, to some of her 
favorite dishes can greatly increase needed 
calcium and protein intake without 
appreciably increasing calories. 


When she has Instant Pet's help in her 
weight-watching for two, she’s a lighter load 
on your scales, less of a problem for you. 


Instant PET NONFAT DRY MILK 
supplies essential milk nourishment with 
minimum caloric intake at minimum cost. 


PET MILK COMPANY e ARCADE BUILDING « ST. LOUIS 1, MO. 
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Tablets 


Syrup 


Sterile 
Solution 


June 1956 


Upjohn 


Uleer protection 
that 
lasts all night: 


Each tablet contains: 
Methscopolamine bromide .................... 2.5 mg. 


Average dosage (ulcer): 
One tablet one-half hour before meals, and 1 
to 2 tablets at bedtime. 


Supplied: Bottles of 100 and 500 tablets 


Each 5 cc. (approx. 1 tsp.) contains: 
Methscopolamine bromide 


Dosage: 
1 to 2 teaspoonfuls three or four times daily. 


Supplied: Bottles of 4 fluidounces 


Each ce. contains: 
Methscopolamine bromide ...................... 1 mg. 


Dosage: 
0.25 to 1.0 mg. (14 to 1 cc.), at intervals of 6 to 8 
hours, subcutaneously or intramuscularly. 


Supplied: Vials of 1 ce. 


TRADEMARK, REG. U.S. PAT. OF UPJOHN BRAND OF METHSCOPOLAMINE 


The Upjohn Company, Kalamazoo, Michigan 
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eeeamong other things...which distinguishes 
Vi-Penta Drops 'Roche.' Since all 
multivitamin solutions tend to lose 
strength in time, twee 

are dated to assure full label potency. 
Just 0.6 ce daily provides required 
amounts of A, C, D and B. vitamins 
(including Bg), and you'll find that both 
mothers and youngsters like them because 
they're easy to give and easy to take. 


Hoffmann - La Roche Inc e Nutley 10° N. J. 
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clinical advantages 


¢ rapid absorption and distribu- 
tion to all parts of the body 


e prompt, broad-spectrum action 
; against infections caused by 
BRAND OF TETRACYCLINE gram-positive and gram-negative 
bacteria, spirochetes, certain 


large viruses and protozoa 


e minimal incidence of adverse 
reactions 


¢ available in a wide selection of 
convenient dosage forms for 
oral, parenteral or topical use, 
including new faster-acting, 
better-tasting TETRABON’ 
(brand of tetracycline) homogenized 
mixture, 125 mg. tetracycline in each 
delicious, fruit-flavored 5 cc. tea- 
: spoonful; therapeutic blood levels 
within one hour, Bottles of 2 fi. oz. 
and 1 pint, packaged ready to use. 


Tetracycline the nucleus of 
modern broad-spectrum activity, dis- 
covered and identified by Pfizer 
scientists 


*Trademark 


Prizen Laporatories 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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more effective than one 
or two pints of tap water 
or salt solution 


FLEET°’ENENA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
. and less irritating than soap suds enemas. 


Established 1869 
c. B. FLEET Co., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet ), a modern laxative of choice. 
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nonsensitizing . . . 
HERPES ZOSTER rapid acting ...deeply penetrating... 
topical anesthesia 


® Xylocaine Ointment (a new form of the 
widely accepted Xylocaine) is an unusually 
effective topical anesthetic free of irritating, 
sensitizing or toxic reactions. 


© Controls pain, itching and burning 
sensations. May also be applied 
to prevent pain or discomfort during 
AURAL examination and instrumentation. 


® Available in a nonstaining, water 
soluble vehicle as 2.5% and 5% 
Xylocaine base in collapsible tubes (5% 
also available in wide-mouth jars) each 
containing 35 grams (approx. 1.25 ounces). 


XY LOCAINE’ OINTMENT asrna 


{Brand of lidocaine") 


Xylocaine Ointment is now made avoilable af the request 
of many physicians, surgeons, and anesthesiologists 
who routinely use Xylocaine HCI Solution. 


Astra Pharmaceutical Products, 

Wercester 6, Mass., U.S.A. 
*U. Potent Neo, 2,441,498 
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varicose veins” 
and thrombophlebitis 


‘make skin 
“softer and pliable’ 


My-B-Den produces “ contin 
"transformation of scaling, oozing, 
skin to smooth, 


See for how My-B-Den wil 
results of your preferred regimen. \ 
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Stasis dermatitis of 
MY-B-DEN 
*Lawrence, E. D.; tor, D., and Sall, J.: 
~AMES COMPANY, INC+ ELKHART, INDIANA 
* ‘ 


natural 
belladonna 
alkaloids 


ASSUre 


< 
In each 
* Extentab 
Tablet (Extended 
In proven Capsule Action 
optimal ratio: | 5 cc Elixir Tablets ) 
Hyoscyamine 
Sulfate 0.1037 mg. 0.3111 mg. 
Atropine Sulfate 0.0194 mg. 0.0582 mg. 
Hydrobromide 0.0065 mg. 0.0195 
Phenobarbital 16.2 mg. 48.6 
gr.) (% er. 


prescribed 

“by: more physicians) 
_ than any other 

spasmolytic 


' TABLETS — CAPSULES — ELIXIR — EXTENTABS® 


Rin 
Robige Co., Inc.Richmond 20, Va. 


als of Merit since 1878 


j 
? 


when the 
stress-ridden patient is 


‘always tired” 


correct physiologic imbalance in the chronic fatigue syndrome 


—reduces emotional tension 
—controls parasympathetic overactivity atrepine safety 0.010 
—rectifies B-vitamin deficiencies 
A. H. Robins Co., Richmond 20, Virginio 


Robins 


a 


RREER 


full-term freedom | 


from leg g 
cramps; < 


STORCAVITE 


a new pregnancy formula with phosphate-free 
calcium detived from oyster shell 


plus vitamins plus minerals plus hematinic factors 


Each STORCAVITE tablet contains: 


Calcium (elemental) 
(purified powdered 
oyster shell 3 parts) 
(Calcium gluconate 
1 part) 


VitaminA ......... 2,000 Units 


(tocopherols) 

Vitamin B; .......... 

Vitamin Bo 


Vitamin By ......... 0.5 mg. 


Niacinamide 


Dosage: 3 tablets, daily with meals. 


Calcium Pantothenate 2.5 mg. 


0.05 mg. 
Vitamin Byo ......... 1 mcg 
Iron (reduced) ....... 10 mg. 
0.03 mg. 
Manganese .......... 0.3 mg. 
Molybdenum ........ 0.03 mg. 
Magnesium .......... 10 mg. 
0.2 mg. 
Potassium ....... 1 mg. 


Supplied: Bottles of 100. 


{Due to improper calcium-phosphorus balance 


CHICAGO 11, ILLINOIS 


* TRADEMARK 
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67 mg 
1 1.U. 
; 1 mg. 
ag 
197 ag. | 
94 mg. 
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10 three or four times day with food or ink 
ater tablet two to four 


Supptied: Yellow, scored 


Pending 


Relief of skeletal muscle 


+h 

¥ 

$ 

(250 mg.), bottles of By 

‘aus 

sm without interference with normal 


Synthesized ond charocterized by McNeil Laboratories, Frexim 
relieves the disability and pain of skeletal muscle spasny-—conr- 
mon denominator of many musculoskeletal and neurological 
disorders. “Its chief advantages are oral route of administration, 
long duration of action, and minimal side-effects.’ 


not a mephenesin derivative 


FLExIN »srovides superior and long-lasting—up to 6 hours — 
spasmolysis of voluntary muscle in low bock syndromes, fibro- 
sitis, strains, sprains, and in noninflammotory rheymotic-and 
arthritic disorders, In one preliminary report of 100 patients, 
FLextn demonstrated “...an 85% overcll effectiveness,” 


Striking results are reported in cerebral palsy. “The odministro- 
tion of zoxazolamine (Flexin) in 28 children, each of whom hed 
sposticity, produced a decrease of muscular tone on passive 
flexion in every instance.” 


Other studies indicate that Frexin is of value in o highly sig- 
nificant number of patients with multiple sclerosis,’ as well as 
in other spinal spasticity stotes, cerebral vascular lesions and 
parkinsonism, 

(1) Smith, Ru Kron, K. Nui Peck, W. Pi, and Hermana, KAMA. 160-745 (Mara 
1956, 12) Amols, W.: 160:742 (Mor. 3) 1956. Abrohamses, ond 


H.W., JAMA, 160-749 (Mor, (4) Rodriguez-Gomez, M.c Voldes- Rodriguez: Aj, 
and Drew, 160-752 (Mar; 1956. 


McN 


McNeil Laboratories. inc Phitadelphia 32: 
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SUGGESTION! B-P CONTAINERS 
are all especially designed 
for convenience in con- 
junction with the use of 


B-P GERMICIDE. 


Ask your dealer 


You can rely on 


B-P FORMALDEHYDE 
GERMICIDE w... 


contains HEXACHLOROPHENE (G-11*) 


KILL vegetative pathogens and spore formers within 
5 minutes.” 


KILL the spores themselves within 3 hours.* 


KILL tubercle bacilli within 5 minutes.* 


*Trademark of Sindar Corp. 


Used as directed, it will not injure keen cutting edges, points of 
hypodermic and suture needles, scissors and other ‘sharps’ . . . nor 
rust, corrode or otherwise damage metallic instruments. 

IT’S THE ECONOMICAL ANSWER towards keeping annual costs 
for solutions and instrument replacement and repairs at a minimum. 
May be used repeatedly if kept undiluted and free of foreign matter. 


*Comparative chart sent on requ?st 


PARKER, WHITE & HEYL, INC. 
Danbury, Connecticut, U.S.A. 
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2 IBEROL Filmtabs a day supply: 


Ferrous Sulfate, U.S.P.............. 1.05 Gm. 
(Elemental lron—210 mg.) 


1 U.S.P. Oral Unit 


(Vitamin By2 with Intrinsic Factor 
Concentrate, Abbott) 


bbott 


Thiamine Mononitrate............... 6 mg. 
Pyridoxine Hydrochloride............ 3 mg. 
Calcium Pantothenate............... 6 mg. 
150 mg. 


WHY THE COMPLETE B COMPLEX? 


In a recent symposium on Nutritional Aspects of Blood 
Formation, Vilter' reported that a diet rich in the B-complex 
vitamins should be prescribed when treating nutritional 
anemia, because of the importance of the B complex to 
cellular metabolic functions. When you need an oral 
hematinic that combines potent antianemia therapy with 
basic nutritional support, remember that— 


IS 


1. Vilter, Richard W., Essential Nutrients in the Management of 
Hematopoietic Disorders of Human Beings: A Résumé, American 
Journal of Clinical Nutrition, 3:72, Jan.-Feb., 1955. 
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PLus* 

Makes 

| — 


M e f i D e m 


‘er-washable 


effective local relief of allergic 
formula: gram of water-washable- 
Merti-Derm Cream contains 5 mg. (0. 5%) 
free alcohol, in a cosmeticc 


ng: Meti-Derm Cream, 0.5%, 10 Gm. tube. 


...and adding dual control 


to Meti-steroid skin therapy — 


protection 


against infection 


new 


fF! 


with Neomycin 


enhanced effectiveness 
in allergic, inflammatory 
dermatoses when 
minor infection 
is present 


or anticipated 


neomycin in addition to 
prednisolone, free alcohol 

—for protective coverage against 
virtually all pathogenic skin 
bacteria with a well-tolerated, 
topical antibiotic. 


formula: Each gram of water-washable 
Meti-DERM Ointment with Neomycin 
contains 5 mg. (0.5%) prednisolone, 
and 5 mg. (0.5%) neomycin sulfate 
equivalent to 3.5 mg. neomycin base. 


packaging: Meti-Derm Ointment 
with Neomycin, 10 Gm. tube. 


Selecting 


MD-J-656 
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your allergy patients need a lift 


What with sneezing, wheezing and scratching, being 


® 

allergic is fatiguing business. As a result your 
hypersensitive patients suffer from emotional de- 

sinh tint. pression in addition to their allergic symptoms. - 

phenidylacetate hydrochloride CIBA) 

Now, with Plimasin, you can give these patients a 
lift—and obviate sedative side effects. Plimasin is a 
combination of a proved antihistamine and Ritalin 
—a new, mild psychomotor stimulant. Plimasin not 
only relieves the symptoms of allergy but counter- 
acts depression as well. 
Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 
Tablets (light blue, coated), each containing 25 mg. Pyriben- 
zamine” hydrochloride (tripelennamine hydrochloride 


CIBA) and 5 mg. Ritalin” hydrochloride (methyl-pheni- 
dylacetate hydrochloride CIBA) 


CIBA 


SUMMIT, N.J. 
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| simple, effective conception control 


six-week checku 


. 


LVIC EXAMINATION 


VAGINAL GEL 


MICINOLEIG ACID 1.17% + NET WT. OF. 


“SIMPLE, EFFECTIVE CONCEPTION CONTROL | 


routi 
« 

YSICAL, 
TRACE 
; 
| 


The primary concern of the 
dermatologist is embodied in the 
dictum, “Primum Non Nocere,” 

meaning “First do no harm.,”’'* 

A major attribute of Desitin 
Ointment is its non-sensitizing, connamns 
non-irritant, non-toxic*® quality 
even when applied over extensive, 
raw skin areas. To soothe, protect, 
lubricate, and accelerate healing 
... Without causing “therapeutic” 
or “overtreatment” dermatitis 
... rely on 


OINTMENT 


rich in Cod liver oil 


am diaper rash e wounds (especially slow healing) 
ulcers (decubitus, varicose, diabetic) @ Durns 
dermatoses e rectal irritation 


Tubes of 1 0z., 2 oz., 4 0z., and 1 Ib. jars. 


May we send SamMples and literature? 
DESITIN CHEMICAL COMPANY Providence, R.I. 


1. Overall, J. C.: Southern M. J. 47:789, 1954. 2. Editorial: New England J. M. 246:111, 1952. 
3. Grayzel, H. G., Heimer, C. B., and Grayzel R. W.: New York St. J. M. 53:2233, 1953. 

4. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of Pediatrics 68:382, 1951. 

5. Behrman, H. T., Combes, F. C., Bobroff, A., and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 
6. Turell, R.: New York St. J. M. 50:2282, 1950. 
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THE MEDICAL 


PHYSIOLOGY AND PATHOLOGY 
OF INFANT NUTRITION 


By L. F. Meyer, M.D., Professor of Pediatrics, 
Children’s Department of Municipal Hospital 
“Hadassah,” Tel Aviv, and Erich Nassau, M.D.., 
Chief, Children’s Department, Central Hospital 
of the Workers’ Sick Fund, Afulah, Israel. Ed. 2. 
533 pages, illustrated. 1955, Charles C Thomas, 
Springfield, Illinois. $11.50. 


It is rather difficult to be minutely critical of 
this work in either a favorable or an unfavorable 
vein. Many of the statements made in the section 
devoted to the physiology of infant nutrition 
could be seriously questioned. There seems to be 
a rather intriguing blend of present-day con- 
cepts with dogmas of the past. The same may be 
said of the part dealing with the pathology of 
infant nutrition. This latter section constitutes 
the major portion of the book and covers many 
conditions commonly encountered in children. 
Although nutrition is indeed an important fac- 
tor in many of the conditions discussed, it is 
usually not the major cause of disturbance. 

The authors’ introduction is of particular in- 
terest as it may serve to shake the complacency 
of the average reader in regard to the interna- 
tional aspects of infant nutrition. 

While this book is of general interest to the 
student and practicing physician, it will probably 
not be particularly popular, because the same 
information in a more succinct form is avail- 
able within the current pediatric textbooks. 

The translation of this book from German has 
been done by Kurt and Susanne Glaser. 

E. L. H. 


ookman 


DISEASES OF THE 
ENDOCRINE GLANDS 


By Louis J. Soffer, M.D., Clinical Professor of 
Medicine, State University of New York. College 
of Medicine, with J. Lester Gabrilove, M.D. and 
Arthur R. Sohval, M.D., members of the Endo- 
crine Research Laboratory and Clinic, The 
Mount Sinai Hospital, New York. Ed. 2. 1,032 
pages with 105 illustrations. 1956, Lea & Febi- 
ger, Philadelphia. $16.50. 


In keeping with its predecessor, this second 
edition of “Diseases of the Endocrine Glands” 
contains sections on the hypophysis, adrenals. 
gonads, thyroid, thymus and parathyroids, and 
a section on laboratory tests of endocrine func- 
tion. However, in order to incorporate the many 
new advances in endocrinology without unduly 
increasing the size of the text. the author has 
omitted the sections on carbohydrate metabolism 
and diabetes mellitus. From a practical stand- 
point, the section on the thymus likewise could 
have been omitted without detracting from the 
book, since so little is known about the function 
of this gland. 

The author has done a remarkable job in 
bringing the text up to date. He has included 
many new advances, such as tri-iodothyronine. 
fluorohydrocortisone, aldosterone, gonadal dys- 
genesis, and determination of sex by chromoso- 
mal pattern. In addition, the excellent bibliog- 
raphies at the close of each chapter, which 
enhance the value of this text as a reference 
book, have been revised. 

R. V. R. 
(Continued on page A-118) 
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In a series of 158 women reported by Benaron and associates:! 
“All of the 17 patients with hyperemesis 
gravidarum were benefited by [‘Thorazine’ |.” 
“None of these patients aborted.” 


Hospital stay shortened. 


Prior to ‘Thorazine’ therapy, these patients had suffered from “intensive 
vomiting” for 3 to 4 days—3 months, in one patient—and had failed to 
respond to treatment “with sedatives, dimenhydrinate, and/or vitamins.” 


1, Benaron, H.B.W., et al.: Am. J. Obst. & Gynec. 69:776 (Apr.) 1955 


‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), and in sup- 
positories (as the base). 


Smith, Kline & French Laboratories, Philadelph la 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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& CLINICAL LABORATORY 
DIAGNOSIS 


By Samuel A. Levinson, M.D., Director of Lab- 
oratories, University of Illinois Research and 
Educational Hospitals, and Robert P. MacFate, 
Ph.D., Chief, Division of Laboratories, Board of 
Health, Chicago. Ed. 5. 1,246 pages with 244 
illustrations and 13 plates, including 11 in color. 
1956, Lea & Febiger, Philadelphia. $12.50. 


The publication of five editions of a textbook 
in less than 10 years proves the popularity of 
any laboratory manual. With the help of five col- 
laborators the authors have brought their book 
completely up to date. 

The chapter on hematology by Drs. L. R. 
Limarzi, J. Louis and W. R. Best has been com- 
pletely rewritten, incorporating also some mate- 
rial previously appearing in the section on pedi- 
atrics. There are also complete revisions of the 
chapters on bacteriology, chemistry and_para- 
sitology. In all there are 20 chapters and an 
appendix. 

While the illustrations are comparatively few, 
there are 142 very useful tables. A large number 
of these are of special interest to physicians. 


TIME: 2:25 


The authors have made their objective a re- 
view of clinical laboratory diagnosis sufficient to 
meet the needs of medical technologists, students, 
interns, residents and practitioners. 

A. H. S. 


CURRENT THERAPY 1956 


Edited by Howard F. Conn, M.D., Houston, with 
12 consulting editors. 632 pages. 1956, W. B. 


Saunders Company, Philadelphia and London. 
$11.00. 


In the past seven years. “Current Therapy” 
has become so well established as an outstand- 
ing book on medical treatment that it needs no 
introduction. The new 1956 edition continues the 
high standards set by the previous seven editions 
by presenting the latest accepted methods of 
medical therapy. A number of entirely new treat- 
ments for various diseases have been added and 
many of the methods of treatment presented pre- 
viously have been revised. The completeness and 
handiness of this book make it an invaluable aid 
to the practicing physician. 

R. V. R. 


(Continued on page A-120) 


SKCALMITOL is the non-sensitizing 


antipruritic supplied in 1 %4-oz. tubes and 1-lb. jars by 


THos. LEEMING & Co., INc., 155 East 44th St., New York 17, N. Y. 
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“BEMOTINIC:’ CAPSULES 


In the treatment of all common anemias. 


NOW 50% more Ferrous Sulfate 


50% more Folic Acid 


100% more Vitamin C 


ALSO ADDED: '2 U.S.P. Unit of Vitamin B:2 with intrinsic 


factor concentrate 


THIS IMPROVED FORMULA CONFORMS TO THE 
MOST MODERN CONCEPT IN HEMATINIC THERAPY 


**‘Bemotinic’’ Capsules 

Each capsule contains: 

Ferrous sulfate exsic. (42 gr.) ..... 300 mg. 
Vitamin Biz with intrinsic 


factor concentrate U.S.P. .. % U.S.P. Unit 


Vitamin C (ascorbic acid) ........ 100 mg. 
Thiamine mononitrate (Bi) ........ 10 mg. 


Ayerst Laboratories New York, N.Y. Montreal, Canada 


Supplied 

No. 340—Bottles of 100 and 1,000. 

Also available: ““Bemotinic’’ Liquid No. 940— 
Bottles of 16 fluidounces and 1 gallon. 


Dosages — Capsules 

In microcytic hypochromic anemia: 1 or 2 
capsules daily (preferably before or after 
meals), or as directed. 

In macrocytic hyperchromic anemias: higher 
dosage levels necessary particularly in initial 
stages of therapy. 


5662 
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ADVANCES IN PEDIATRICS 


Edited by S. Z. Levine, Cornell University Medi- 
cal College, New York, with five associate edi- 
tors. Vol. 8. 273 pages, illustrated. 1956, The 
Year Book Publishers, Inc.. Chicago. $8.00. 


The current volume of this series contains a 
group of seven monographs by recognized au- 
thorities: Etiology of infantile diarrhea, by 
Hodes: Isosexual precocity in boys, by Levine 
and collaborators: Sarcoidosis in childhood, by 
McGovern and Merritt: Offspring of diabetic 
mothers. by H. C. Miller: Subdural lesions in 
childhood, by Margaret Smith: Accident  pre- 
vention. by Wheatley. and Mental deficiency. by 
Yannet. The material varies from that of a lab- 
oratory nature to more clinical discussions. The 
choice of subjects is timely and the material is 
well organized. The extensive bibliographies end- 
ing each presentation will be of interest to those 
desiring further information. The photographs 
and drawings are excellent and the graphs and 
tables serve to consolidate the information of- 
fered in the text. Those familiar with previous 
volumes of this work will be happy with this 
latest addition to the series. 

Ss. D. M. 


> THE TREATMENT OF 
RENAL FAILURE 


By John P. Merrill, M.D., Associate in Medicine, 
Harvard Medical School, Boston. 238 pages with 
31 illustrations. 1955, Grune & Stratton, Inc.. 
New York and London. $6.75. 


This fine monograph deserves the highest 
praise. Designed simply as a guide to the treat- 
ment of renal insufficiency and renal failure. it 
provides the reader with much more than the 
usual review of the principles of management of 
acute and chronic renal failure. 

At the outset, the author presents a masterful 
summary of knowledge of normal and disturbed 
renal function, including the pathophysiology of 
renal insufficiency and renal failure. These open- 
ing chapters, which occupy 70 of the 238 pages, 
contribute greatly to the over-all value of this 
volume. 

The management of acute and chronic renal 
failure is dealt with fully in separate large chap- 
ters. In these sections, the author draws heavily 
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on his own experience and carefully reviews ac- 
cepted and controversial aspects of therapy in 
the light of this experience. These specific com- 
ments about controversial aspects of therapy fur- 
ther enhance the value of the monograph. The 
chapters on treatment of renal failure by extra- 
renal routes provide a concise review of intesti- 
nal and peritoneal lavage, replacement: transfu- 
sion and use of the artificial kidney. Looking 
into the future, the author adds a final chapter 
on transplantation of the human kidney. 

The appendix includes a review of the technic 
of short-term continuous peritoneal lavage. a 
case history illustrating the management of de- 
hydration with incipient renal failure, and_ se- 
lected dietetic tables. A bibliography of 302 ref- 
erences and an index complete the work. 

This reviewer recommends the volume highly 
to students, physicians and surgeons as a con- 
cise, scholarly and readable guide to the patho- 
physiology and therapy of acute and chronic 
renal failure. 

J.C. B. 


> GROWTH AT ADOLESCENCE 

By J. M. Tanner, M.D., Senior Lecturer in Physi- 
ology, St. Thomas's Hospital Medical School, 
University of London, London, England. 212 


pages, illustrated. 1955, Charles C Thomas, 
Springfield, Illinois. $6.50. 


The salient features of the period of growth 
and development at adolescence from a biologic 
point of view are assembled in this small vol- 
ume. The material covers not only the physical 
changes but also the mental. emotional and en- 
docrine developments during this period. The 
effects of illness, malnutrition and socioeconomic 
class on growth rates have received attention as 
has the trend toward earlier maturity and greater 
size in adulthood. Consideration is given to both 
cross-sectional surveys of children of different 
ages and longitudinal surveys of individual chil- 
dren during their growing period. The author 
has drawn on all the recent work in the field of 
growth and development in the adolescent period 
and has appended an extensive bibliography of 
subjects and authors. The book will interest 
medical students, pediatric teachers and_practi- 
tioners, biologists and anthropologists and others 
concerned with the problems of adolescence. 

S. D. M. 
(Continued on page A-122) 
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Newest in vitamin therapy 


For the first time, all thie advantages of 
multivitamin drops are available in a 
tablet. By a unique process, the vitamin 


are homogenized, then fused into 


_ solid, highly palatable form. 


As a result of this minute subdivision, — 
the vitamins are absorbed and utilized — 


‘much more efficiently than those in 
the usual compressed tablet or elastic | 


capsule. 


e Better absorbed and utilized 
Pleasant, candy-like flavor 
—@ No regurgitation, no “fishy burp 
May be chewed, swallowed, 
or dissolved in the mouth 


Pediatric 


“22. if... SA. 
if 
HOMOGENIZED VITAMINS 
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> THE MANAGEMENT OF 
PAIN IN CANCER 


Edited by M. J. Schiffrin, Ph.D., Assistant Pro- 
fessor, Division of Anesthesiology, University of 
Illinois College of Medicine, Chicago, with eight 
contributors, 245° pages with 10. illustrations. 
1956, The Year Book Publishers, Inc., Chicago. 
$4.50. 


One of the most difficult problems confronting 
the physician is the alleviation of pain in pa- 
tients with cancer. Hence, this volume should 
prove most welcome, because it reviews the nu- 
merous types of treatment that may be helpful 
in dealing with this problem. 

The text is divided into seven chapters, each 
of which merits a brief description. The first 
chapter deals with the use of the various anal- 
gesic agents, from aspirin to the narcotics. It is 
pointed out that the prognosis in cancer is not 
necessarily related to the degree of pain, and. 
therefore, caution must be exercised to prevent 
addiction to narcotic agents on the part of pa- 
tients who may have a life expectancy of several 
years. 

The second chapter is concerned with the use 
of nerve blocks for the control of pain. There is 
a description of the various agents and technics 
used, and instructions are given for blocking the 
nerves in different anatomic regions. The next 
chapter reviews the various neurosurgical proce- 
dures, such as sectioning of nerves, chordotomy. 
tractotomy, leukotomy and others that may be 
helpful in relieving pain. 

The fourth chapter discusses the use of hor- 
monal and chemical agents in the treatment of 
malignant processes. There are sections on estro- 
gens, androgens, oophorectomy, adrenalectomy. 
hypophysectomy, corticotropin, cortisone and 
related drugs, folic-acid antagonists, 1, 4-di- 
methanesulfonoxybutane (MYLERAN®), nitrogen 
mustard, urethan and others. 

The fifth chapter is concerned with certain sur- 
gical procedures that may be used to prolong 
life and to ameliorate pain, even though the ma- 
lignant process is inoperable. The next chapter 
is a brief discussion of the role of irradiation in 
the relief of pain in cancer. There are sections 
on radioactive isotopes, the value of irradiation 
in the treatment of metastases, and the use of 
chemotherapy in conjunction with irradiation. 
The final chapter is a helpful one on the psy- 
chiatric aspects of pain in cancer, It is concerned 
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primarily with the reaction of the patient and 
the patient’s family to the pain, and the rela- 
tionship of the physician to the patient and his 
family. 

Although this is a short book, it contains a 
multitude of suggestions that will be helpful to 
any physician who has patients with terminal 
malignant lesions. It also reviews the benefits to 
he derived from and the indications for special- 
ized procedures such as nerve blocks, neurosur- 
gical operations and others that may be helpful 
in certain instances. 

R. V. R. 


Books received will be acknowledged in_ this 
department each month. As space permits, books 
of principal interest to our readers will be reviewed 
more extensively. 


Laughter and the Sense of Humor. By Edmund 
Bergler, M.D. 297 pages. 1956, Intercontinental Medical 
Book Corporation, New York, in cooperation with Grune 
& Stratton, Ine., New York and London. $5.00. 


Fibrocystic Disease of the Pancreas. Report of the 
Kighteenth Ross Pediatric Research Conference, held 
under the auspices of the Department of Pediatrics, State 
University of lowa College of Medicine, lowa City, Sep- 
tember 30-October 1, 1955. 92 pages, illustrated. 1956, 
Ross Laboratories, Columbus, Ohio. 


Postural Back Pain. By Milton C. Cobey, M.D., Pro- 
fessor of Orthopedic Surgery, Georgetown University 
Medical School, Washington, D.C. 78 pages, illustrated. 
1956, Charles © Thomas, Springfield, Hlinois. $3.00. 


The Flavonoids in Biology and Medicine; A Criti- 
cal Review. By Maurice E. Shils, Se.D., and Robert 5. 
Goodhart, M.D. 101 pages. 1956, The National Vitamin 
Foundation, Incorporated, New York. $2.00. 


Ergebnisse der Medizinischen Grundlagenfor- 
schung. Edited by Prof. Dr. K. Fr. Bauer, Erlangen, 
with 21 contributors. 856 pages with 217 illustrations. 
1956, Georg Thieme Verlag, Stuttgart, Germany. Dis- 
tributed in the United States and Canada by Intercon- 
tinental Medical Book Corporation, New York. $30.70. 


Atlas of Bronchial Lesions in Pulmonary Tubercu- 
losis. By C. Dijkstra, M.D., Medical Superintendent of 
the Sanatorium “De Klokkenberg,” Breda, The Nether- 
lands. 128 pages with 131 illustrations. 1955, Charles C 
Thomas, Springfield, Hlinois. $11.00. 


The Sexual Responsibility of Woman. By Maxine 
Davis. Introduction by L. S. Blumenthal, M.D. 298 
pages. 1956, The Dial Press, Inc., New York. $4.00. 
Preparing for Motherhood; A Manual for Expectant 
Parents. By Samuel R. Meaker, M.D., Professor Emeri- 
tus of Gynecology, Boston University School of Medi- 
cine, Boston. 196 pages with illustrations. 1956, The 
Year Book Publishers, Ine., Chicago. $2.00. 
(Continued on page A-126) 
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| The Spectrum 


of Nutrients 


In 


Oatmeal 


‘The important contribution to daily nu- 
tritional health made by the broad spectrum 
of nutrients in the classical Quaker Oats 
breakfast dish is illustrated by this table. 
All the nutrients in oatmeal occur naturally. 


THE QUAKER OATS BREAKFAST DISH* 
NUTRIENTS OATMEAL MILK TOTAL NUTRIENTS OATMEAL MILK TOTAL 
+Protein 47Gm. 3.9Gm. 86Gm. tlron 1.28 mg. 0.12 mg. 1.40 mg. 
Carbohydrate 17.7Gm. 5.7Gm. 23.4 Gm. +Calcium 15 mg. 148 mg. 163 mg. 
Fat 2.0Gm. 44Gm. 6.4Gm. +Phosphorus 115mg. 113mg. 228 mg. 
tThiamine 0.18 mg. 0.05 mg. 0.23 mg. Potassium 162mg. 163mg. 325 mg. 
{Niacin 0.26 mg. 0.10 mg. 0.36 mg. Zinc 1.08 mg. 0.45 mg. 1.53 mg. 
Riboflavin 0.05 mg. 0.19 mg. 0.24 mg. Folic acid 11.4 mcg. 0.3 meg. 11.7 mcg. 
+Pyridoxine 0.07 mg. 0.06 mg. 0.13 mg. Vitamin Bi2 0.1 meg. 0.7 mcg. 0.8 mcg. 
Pantothenic acid 0.25 mg. 0.41 mg. 0.66 mg. tCopper 0.31 mg. 0.04 mg. 0.35 mg. 
{Vitamin A plus Carotenoids — 0.08 mg. 0.08 mg. Manganese 1.45 mg. 0.002 mg. 1.45 mg. 
Magnesium 51 mg. 14 mg. 65 mg. {Calories lll 81 192 
*1 oz. oatmeal (dry), 4 oz. whole milk, usually-added sugar not included in evalua- tNutrients for which Daily Dietary Allowances are recommended by the National 
tion; sources supplied on request Research Counci! 


Quaker Oats and 
Oats, the two brands of 
oatmeal marketed by The 
Quaker Oats Company, 
are identical in their con- 
tent of all nutrients. Both 
brands are available in the 
Quick (cooks in one min- 
ute) and the Old-Fashioned 
(cooks in five minutes) 
varieties. 


June 1956 


The Quaker Oats ©mpany 


CHICAGO 


Few foods can better the broad nutrient 
spectrum of the oatmeal serving. For its 
caloric content its nutritional contribution 
may well be unique, and justifies the physi- 
cian’s continued recommendation of ‘‘an oat- 
meal breakfast” for every age, for the normal 
as well as the therapeutically indicated diet. 
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increases peripheral 
circulation and 

reduces vasospasm by 

(1) adrenergic blockade, 

and (2) direct vasodilation. 
Provides relief 

from aching, numbness, 

tingling, and blanching 

of the extremities. 
Exceptionally 

well tolerated. 


ILIDAR® BRAND OF AZAPETINE 


HOFFMANN-LA ROCHE INC NUTLEY NLD. 
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for 
prolonged 
vasodilation 
in chronic 
circulatory 
disorders 


RONIACOL® 
BRAND OF 
BETA-PYRIDYL CARBINOL 
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antihistaminic benefits of Benadryl 
neutralizing action of zirconium 


ZIRADRYL LOTION 


Benadryl® Hydrochloride with Zirconium 


an old favorite in a new form 

ZIRADRYL Lotion provides the same recognized clinical advantages 
as ZIRADRYL Cream. Antihistaminic-antipruritic properties of Benadryl 
are combined with the urushiol-neutralizing action of zirconium 

for effective prevention or treatment of ivy or oak poisoning. 


protects against rhus dermatitis 
if applied before or soon after exposure. 


relieves rhus dermatitis 
and reduces spreading if applied after dermatitis appears. 


ZIRADRYL Lotion is supplied in 6-ounce bottles. 
ZIRADRYL Cream is supplied in 1-ounce tubes. 


s 
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When the Doctor's away .. . HE GETS NO PAY 


When you're disabled . . . unable to practice ... who's 

going to help you pay the high cost of disability? Will 

there be enough cash on hand to meet your family’s 

current living expenses ... to educate your children 
. to maintain your present standard of living? 


You can protect your savings . .. investments . . . and 
future happiness by enrolling in Mutual of Omaha's 
Accident and Sickness Program for PROFESSIONAL 
MEN. 


Full details without obligation. Address, PROFES- 
SIONAL DEPARTMENT, Mutual of Omaha. 


Mutual 


OF OMAHA 


The Largest Exclusive Health & Accident Company in the World 
HOME OFFICE: OMAHA, NEBRASKA 
CANADIAN HEAD OFFICE: TORONTO 

V. J. SKUTT, President 


your allergy 
patients 
need a lift 


The Medical Bookman 


The Blood-Brain Barrier. By Louis Bakay, M.D., In- 
structor in Surgery, Harvard Medical School, Boston. 
154 pages with 32 illustrations. 1956, Charles C Thomas, 
Springfield, Illinois. $5.50. 


Balistocardiografia Clinica. By Sergio Alvarez Mena, 
M.D., Chief of Cardiology Service, University Hospital 
Faculty of Medicine, University of Havana, Cuba. 333 
pages with 83 illustrations. 1956, Manuel V. Fresneda, 
Havana, Cuba. $7.50. 


Biochemical Mechanisms in Inflammation. By Valy 
Menkin, M.D., Associate Professor of Experimental Pa- 
thology, Temple University School of Medicine, Phila- 
delphia. Ed. 2. 438 pages, with 166 illustrations. Charles 
C Thomas, Springfield, Illinois. $9.50. 


Bioquimica Clinica. By Abraham Cantarow, M.D., 
Professor of Biochemistry, Jefferson Medical College, 
Philadelphia, and Max Trumper, Ph.D., Commander, 
U.S.N.R. Conference on Clinical Biochemistry, National 
Naval Medical Center, Bethesda, Maryland. Ed. 4. 772 
pages, illustrated. 1956, Manuel V. Fresneda, Havana, 
Cuba. 


Brain Mechanisms and Consciousness. A symposium 
organized by The Council for International Organiza- 
tions of Medical Sciences. Consulting editors, Edgar D. 
Adrian, United Kingdom; Frederic Bremer, Belgium; 
and Herbert H. Jasper, Canada. Editor for the Council, 
J. F. Delafresnaye, Paris, France. 556 pages, illustrated. 
1954, Charles C Thomas, Springfield, Illinois. $8.50. 


Worn out with sneezing or scratching, your allergic patients 
need relief from the depression which is often brought on 
by their allergy symptoms. 

You can give them a lift with Plimasin, a combination of a 


i (tripelennamine hydrochloride and = proved antihistamine and Ritalin—a new, mild psycho- 


methyl-phenidylacetate nloride CIBA) 


motor stimulant. Plimasin, while effectively relieving the 


symptoms of allergy, counteracts depression as well. 


Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 
CIB 4 Tablets (light blue, coated), each containing 25 mg. Pyribenzamine® hydro- 
t chloride (tripelennamine hydrochloride CIBA) and 5 mg. Ritalin® hydrochlo- 
SUMMIT, N.J. ride (methyl-phenidylacetate hydrochloride CIBA) 2/2268m 
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help assure optimal nutrition 
during gestation...throughout lactation 


vitamin-mineral combination 
You can help assure optimal nutrition in your patients during pregnancy 
and lactation by supplementing their diet with NATABEC Kapseals. 
Designed to improve intake of important vitamins and minerals at these 
times of increased nutritional need, NATABEC Kapseals, taken regularly, 
help avoid complications and aid in safeguarding the health of both mother 
and child. 


dosage: As a dietary supplement during pregnancy and lactation, one or more Kapseals 
daily. NATABEC Kapseals are available in bottles of 100 and 1,000. 
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Freedom is more than a word 


Freedom becomes a vital reality...freedom to move, to work ... freedom from ever-present fear... for 


the epileptic whose seizures have been controlled. Modern anticonvulsant drugs have been largely 


responsible for bringing this new meaning of freedom to thousands. Here are four distinguished 


examples of those history-making anticonvulsants. With them you are able to individualize treat- 


ment...to fit the therapy to the specific seizure type. Do you have the literature? Obbott 


aA 
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Gritione 


( Trimetbadione, Abbott) 


First successful synthetic anticonvulsant 
...now an agent of choice... for sympto- 
matic control of petit mal, myoclonic and 
akinetic seizures. 


( Paramethadione, Abbott) 


Homologue to Tridione. An alternative 
preparation often effective in cases refrac- 
tory to Tridione therapy. Especially for 
the treatment of the petit mal triad. 


Phenuvone 


( Phenacemide, Abbott) 


A potent anticonvulsant to be used with 
discretion for psychomotor epilepsy, grand 
mal, petit mal, and mixed seizures. Often 
successful where all other therapy fails. 


? 


( Metharbital, Abbott) 


The newest of Abbott's anticonvulsant 
drugs. For grand mal, petit mal, myoclonic 


and mixed seizures. Effective against sei- 
zures symptomatic of organic brain 
damage. 


606172 


NORTH CHICAGO, ILLINOIS 


LABORATORIES 
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antihistaminic benefits of Benadryl 
neutralizing action of zirconium 


ZIRADRYL LOTION 


Benadryl® Hydrochloride with Zirconium 


an old favorite in a new form 
ZIRADRYL Lotion provides the same recognized clinical advantages 
as ZIRADRYL Cream. Antihistaminic-antipruritic properties of Benadryl 
are combined with the urushiol-neutralizing action of zirconium 

*~ for effective prevention or treatment of ivy or oak poisoning. 


protects against rhus dermatitis 


if applied before or soon after exposure. 


relieves rhus dermatitis 
and reduces spreading if applied after dermatitis appears. 


ZIRADRYL Lotion is supplied in 6-ounce bottles. 
ZIRADRYL Cream is supplied in l-ounce tubes. 


4 
lo 
y a “4 
4 avs 
V 
Ah 
2 
ARKE, DAVIS & CO MPANY 
soose 


Only Meat 
Meat 


Suppose we suddenly found ourselves in a 
“Brave New World,” in which all the rich protein, the B 
vitamins (including the important B,.), the minerals, and 
al] the other nutrients of a juicy steak or a succulent pork 
chop could be compressed into a capsule. Suppose we were 
to take one or two such capsules each day. What would 
happen? 


Would we be just as healthy? Would we 
be as happy? 


There is something about man’s wish for 
meat that cannot be satisfied by chemical or mathematical 
analyses. The feeling of satisfaction, the downright enjoy- 
ment of biting into and chewing, the pleasurable effect of 
having eaten well... all these make meat more than just 
an impressive list of essential nutrients. Long before man 
knew anything about the science of nutrition he knew meat 
was part and parcel of his health and his joy of eating and 
of living. 

Other foods may be fortified and enriched, 
but none can ever take the place of meat. 


Only meat is meat. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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rheumatoid arthritis: 


effective relief of pain, swelling, tenderness 


intractable asthma: 
relief of bronchospasm, dyspnea, Cough; increases vital capacity 


METICORTELONE 


PREDNISOLONE 


Yj, 
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for steady maintenance | \ 
METICORTELONE \\ 


usually undisturbed by electrolyte side effects | 
e edema minimized 
e potency enhanced 


e liberal diet permitted 


METICORTELONE 


PREDNISOLONE 


Tablets supplied in 3 strengths — 
1 mg., 2.5 mg., 5 mg. 
for convenient, 
individualized therapy 


METICORTELONE,® 
brand of prednisolone. 


WX | 

a es =. = up to 5 times as potent as hydrocortisone 
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“The effect 
of 
L-Glutavite 
seems most 
outstanding” 


-Barrabee, Wingate, 
Phillips & Greenblatt: 
Postgraduate Medicine 

(May) 1956. 


new 
clinical 


A CEREBRAL TONIC 


‘improvement in mental and social 
wl in the older patient 


In a comparative investigation of the effect 
of L-Glutavite, vitamins, and Metrazol on 
thirty aged female patients at Metropolitan 
State Hospital, Waltham, Mass., researchers 
Barrabee, Wingate, Phillips and Greenblatt 
noted that ‘Apparently L-Glutavite was the 
most effective of the three drugs in produc- 
ing improvement in mental and social be- 
havior...’! and that this improvement was 
most outstanding.”! 


Improvement in attitude and behavior is 
essential to a better home or ward environ- 
ment. The L-Glutavite metabolic regimen is 
specifically formulated to help the apathetic, 


fatigued older individual with depressed 
mental function through stimulation of cere- 
bral metabolism. Monosodium L-glutamate 
and niacin vitally increase cerebral circu- 
lation and nutrition. 


Dosage: 3 to 5 packets per day for 5 to 6 
weeks, then dosage may be reduced to 2 or 3 
packets daily. L-Glutavite is best taken in 
vegetable juice or sprinkled on foods. Sup- 
plied: Cartons of thirty packets. L-Glutavite 
contains monosodium L-glutamate, niacin, 
thiamine, riboflavin, ascorbic acid, ferrous 
sulfate and dicalcium phosphate, in high 
potencies. 


1. Postgrad. Med. 19:5, 1956. 


VA GRAY PHARMACEUTICAL CO., INC., Newton 58, Massachusetts 


June 1956 


6G6-GLU-1 


| 
he 
| 
| 
proof... | 
A-131 


4 
Fi 


Personal Diary 


and Observations on 
Medical Life 
by MORRIS FISHBEIN. M.D. 


Apr. 1—Faster Day. which 
turned out beautifully notwith- 
standing the opinion of the me- 
teorologists who said it would 
rain. So with Mistress Pepys to 
walk around the peninsula be- 
low our windows and met Lester 
Dragstedt and his lady doing the 
same. Saw a lot of birds and 
said they were jays but Mistress 
Pepys said “No” and looked them 
up in John Kieran’s book and 
decided they were martins. In 
the evening to dine with the Frie- 
dells and played at “Scrabble.” 


Apr. 2—Up betimes and at 
noon come Fussler, librarian of 
the University of Chicago, to dis- 
cuss books and bookplates and 
the libraries. In the afternoon 
DeMets, Snook. McCullough. 
Dorfman, and Mesdames Rich- 
ards, Haygood and Flemming to 
work on a money-raising plan 
for research. 


Apr. 3—To the Tavern for 
luncheon with Otto Bettag who 
heads the state welfare depart- 
ment and has some 51,000 men- 
tal patients to look after. The 
department spends greatly on 
scientific research with more than 
50 projects, especially Himwich 
at Galesburg where biochemistry 
of the brain is the focus of inter- 
est. Met also Mayor Daley who 
supports the hope that the Na- 
tional Library of Medicine will 


come to Chicago. To dinner at 
the Tavern came Dwight Clark, 
Charles Lawrence, Byerrum, 
Friedell and the ladies and there- 
after to see and hear “The Nut- 
cracker Suite” of Tchaikovsky 
with ballerinas Tallchief and Le 
Clercq and supporting Andre 
Eglevsky, altogether a notable 
occasion, building to a crescendo 
which brought forth an ovation 
from a distinguished overflow 
audience. 


Apr. 4—At noon to hear C. 
Knight Aldrich, now head of psy- 
chiatry at the University of Chi- 
cago, discuss progress and plans, 
and his residents will study the 
personalities of pregnant women 
whose medical problem coincides 
with the nine month school term. 
Sat with Harold Swift and five 
of the faculty and talked of medi- 
cal progress. For dinner to the 
Conrad Hilton Hotel where the 
grand ballroom was filled with 
the largest assemblage of Chi- 
cago medicos | have seen, as din- 
ner guests of Pfizer to hear Voge- 
ler tell of his troubles with the 
communists in Hungary, a dra- 
matic story told in a most un- 
dramatic manner. 


Apr. 5—To luncheon with 
Marvin Mann and Justin and 
Bonheim talking of wines. 


Apr. 7—At the desk and then 
to Cincinnati where with Mar- 
jorie and the whole family to 
dine at the Alms and then by the 
night train to White Sulphur 
Springs in the midst of a driving 
snow. En route read “Cotillion” 
by Georgette Heyer and found it 
a dull novel of England when it 
was lively. 


Apr. 8—In the afternoon to 
play at golf with Basil O'Connor 
who has improved with lessons 
and practice, Norman Topping 


and Aura Sevringhaus who plays 
well indeed, and made 49 which 
is good for the first day out. In 
the evening greeting all the ex- 
perts and played at bridge with 
Buie, O'Connor and Howard 
Rusk and lost a little at a tenth. 


Apr. 9—At the meeting where 
Buerki presided to aid projects 
in education publications. 
In the afternoon at golf with 
Topping. Sevringhaus and Lan- 
dauer making 49 and 51 and on 
the last nine three times in the 
water. In the evening heard 
O'Connor in a presentation ree- 
ognize contributions of Mary 
Switzer and the Buerkis, and 
played at bridge and again lost 
a few pennies. 


Apr. 10—This morning proj- 
ects in aftereffects of poliomyeli- 
tis and the consideration of the 
respiratory centers. In the after- 
noon rain, so read “The Splin- 
tered Man” by Chaber which is 
the first novel to introduce d-lyser- 
gic acid and chlorpromazine in 
a foreign-intrigue story of East 
and West Berlin. Then more 
bridge with the psychiatrist Cot- 
ton as my partner. 


Apr. 11—All this day listen- 
ing to research projects with 
viruses and vaccines and noted 
that nucleic acid and the cell now 
hold the center of the stage as 
Virchow predicted well nigh a 
century ago. In the evening at 
bridge with Caughey of Western 
Reserve and we played five win- 
ning rubbers. 


Apr. 12—Meeting with the 
General Advisory Board and 
conversing with all the surgeons 
who are here for the American 
Surgical Association. Here were 
Wangensteen, Charles Mayo, 
Dragstedt, Mike DeBakey. Alton 


(Continued on page A-134) 
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invitation to asthma? 


not necessarily . 


Tedral, taken at the first sign of attack, often 
forestalls severe symptoms. 


relief in minutes ... Tedral brings symp- 
tomatic relief in a matter of minutes. Breathing 
becomes easier as Tedral relaxes smooth muscle, 
reduces tissue edema, provides mild sedation. 


for 4 full hours... Tedral maintains more 
normal respiration for a sustained period—not 
just a momentary pause in the attack, 


Tedral provides: 

Ephedrine HCl ..... 
in boxes of 24, 120 and 1000 tablets 


Tedral 


WARNER-CHILCOTT 


Ochsner, Brunschwig, Cattell, 
Bronson Ray and many others. 
Warren Cole read on “Sponta- 
neous regression of cancer,” find- 
ing at least 80 cases that stood 
verification out of some 400 re- 
ports. Bronson Ray had done 
hypophysectomy in 100 patients 
with advanced metastatic cancer. 
In one-half the cases there was 
objective remission of the dis- 
ease. From New York Hospital 
came a report on 3,110 gallblad- 
der operations of which 135 pa- 
tients did not have stones at 
operation. And then this conclu- 
sion: “Reviews of the gallblad- 
ders of patients who become 
symptom-free (65 per cent) were 
so similar to those whose symp- 
toms persisted that one may well 
question the actual role of chole- 
cystectomy in the clinical im- 
provement.” Most amazing was 
DeBakey’s report of four aneu- 
rysms of the aorta with grafts of 
blood vessel and successful re- 
covery in three. These aneurysms 
extended from the lower descend- 
ing thoracic aorta to the lower 
abdominal aorta involving the 
celiac, superior mesenteric and 
one or both renal arteries. 


Apr. 13—In Chicago and 
busy until late with the accumu- 
lated correspondence. 


Apr. 14—All day still catch- 
ing up and briefly in the after- 
noon watching the Cubs and 
White Sox in an exhibition 
which proved dull indeed since | 
was reading Robert Shaphen’s 
novel of the Vietnamese war 
called “A Forest of Tigers” at 
the same time. Also to see Morris 
Friedell’s exhibit in the science 
fair at the Museum of Science. 
meeting Geiling and Schwacht- 
gen, and here were thousands 
and thousands of teen-agers en- 
grossed with scientific progress. 
So old Pepys meditated that one 


Dr. Pepys’ Pages 


teen-ager with a switch-blade 
knife gets a column in the press 
while hundreds who are the 
scientific hope for American 
progress get a bare mention. 


Apr. 15—To Barbara’s for a 
family brunch and returning 
home found Morris Friedell won 
third prize in electronics. Then 
to the airport to meet Carmen 
Samper Gutierrez just in from 
Bogota. 


Apr. 16—A heavy day meet- 
ing deadlines and in the evening 
by train to Syracuse reading en 
route “Suddenly a Widow” by 
Coxe, a complicated murder with 
cyanide and blackmail, also 
“Dead Right,” a mainline mys- 
tery, and the time passed rapidly. 


Apr. 17—In Syracuse and 
gave an interview and two radio 
talks and made a film for tele- 
vision. Then with Don Selby and 
McCaleb driving to Cortland for 
luncheon at the country club 
which looked like a great succes- 
sion of water holes. Here were 
Drs. William Shay and R. P. 
Higgins, also Lyman Wickwire, 
and Newton Parker and Joseph 
B. Fowler, the administrator. 
Next to view the hospital which 
grew as did others, piecemeal, 
with little regard for convenience 
or efficient functioning. In the 
afternoon a fine cocktail party 
tendered by the Shays for the 
staff and the officers and then at 
“Skateland” a dinner for more 
than a thousand and had to plan 
the speech to hit the correct tim- 
ing on radio, Thereafter to Syra- 
cuse catching the Commodore 
just as it was about to depart. 


Apr. 18—Read Richard Gor- 
don’s “Doctor-at-Large” full of 
amusing experiences in a_ resi- 
dency. He tells of a woman who 
came in with a modest young 


daughter and mamma didn’t 
want to get daughter’s clothing 
off. However, the doctor pre- 
vailed, at least for the chest. The 
girl was breathing heavily as he 
applied the stethoscope. “Those 
are big breaths,” said the medi- 
co. “Yeth,” she answered. “and 
I’m only thixteen.” For tea came 
Ted Lloyd and Evelyn Enge to 
talk of radio and we had mar- 
velous schnecken and coffee. 


Apr. 19—On the Century 
came Milton Lasdon and at noon 
with him to the Tavern where we 
met Volwiler of Abbott for some 
technical conversation. In the 
evening to see Justin initiated 
into Sigma Delta Chi and the 
Headline Club sponsored by Herb 
Graflis. Thereafter to the Bis- 
marck to dine with Otto Bettag 
and his consulting psychiatrists, 
Percival Bailey, Francis Gerty, 
Franz Alexander and Roy Grink- 
er, and to talk of research. 


Apr. 20—Conferring with 
Sylvia Covet of editorial matters 
for PostcRapuaTE Mepicine. At 
noon to luncheon with Russ Stew- 
art, Kupcinet, Albert Pick, and 
others at the Sun-Times working 
out the details for the Finnegan 
Memorial, and then with the di- 
rectors of the Opera Theater As- 
sociation straightening out le- 
galities and hearing plans for the 
coming season. 


Apr. 21—At the desk until 
noon and then out to Ravisloe to 
golf with Friedell where he had 
a 41 and I a 48, and perhaps | 
played not so well because Helen 
and Mildred were a distracting 
influence ahead of us. In the eve- 
ning for dinner at the Standard 
Club with Friedells and some of 
the younger set and then to the 
Cook County Hospital for a re- 
ception of Hektoen Institute. 

(Continued on page A-136) 
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the logical drug to use first’ for petit mal epilepsy 


MILONT IN 
(phensuximide, Parke-Davis) 


five years of study confirm*® 
effective in the petit mal triad - least toxic of all anti-epileptic drugs - free from side effects 


In patients with mixed grand ma]—petit mal epilepsy, compatibility 
permits use of MILONTIN with Dilantin® Sodium (diphenylhydantoin sodium, 
Parke-Davis) or with Dilantin Sodium with Phenobarbital. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 and 1,000; also available as MILONTIN Suspension (250 mg. per 4 cc.) 
in 16-ounce bottles. Detailed information upon request, or from your Parke-Davis representative. 


1. Davidson, D. T., Jr.; Lombroso, C., & Markham, C. H.: New England J. Med. 253:173, 1955. 
2. Zimmerman, FE. T.: New York J. Med. 55:2338, 1955. 
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Here Karl Meyer, Dan Ryan and 
old Pepys spoke and old Pepys 
cautioned that there was too 


much now in the press about 
wedding bells. 


Apr. 22—Reading I. Snap- 
per’s new book “Meditations,on 
Medicine and Medical Kduca- 
tion” which is a history of the 
early physicians of New Amster- 


dam and of the influence of. 


Boerhaave. He has profound ob- 
servations on the full-time sys- 
tem. Neither of America’s pro- 
fessors of internal medicine who 
received the Nobel prize worked 
under full-time systems. Then he 
says: “. .. the highest standards 
of medicine have been achieved 
only in eras when leaders in 
medicine were able to combine 
and integrate the latest scientific 
discoveries with empirical Hippo- 
cratic medicine.” Reading also 
“The Inquisitive Physician” by 
Francis M. Rackemann which 
tells the life of George R. Minot 
who discovered with Whipple and 
Murphy and Castle and Cohn 
the cause and cure of pernicious 
anemia. The story is told con 
amore and with it the develop- 
ments of the last 50 years in 
medicine around Boston. The 
names of Soma Weiss, Joseph 
Wearn, Edsall, Shattuck, Coun- 
cilman, Longeope and many 
moderns lend life to these pages. 
In the afternoon saw the rejuve- 
nated Cubs on television over- 
come the powerful Cincinnati 
team and in the evening to Fran- 
cois Pope’s for his sixtieth birth- 
day with a Chinese dinner re- 
plete with marvelous concoctions 
of beef, pork, rice, pineapple, 
kumquat, strawberries, and bean 
sprouts and won-ton. 


Apr. 23—At the desk and 
concocted a variety of writings. 
And here a few examples of how 
the public understands us: 


Dr. Pepys’ Pages 


“The doctor said it was glu- 
coma, a hardening of the high- 
ball.” 

“It itches him in the ractime.” 

“She had a growth in her 
throat and the doctor used a 
horoscope to examine her.” 

“The doctor said she had an 
appedicitorum.” 

“I am sending this boy to have 
his tooth abstracted.” 


Apr. 24—This morning try- 
ing to trace another miracle drug 
launched by Walter Winchell! 
At noon to confer with Max 
Thorek on a new educational 
program. Next to the Chicago 
Sun-Times to help Al Weisman 
write some form letters. In the 
evening to speak on Irv Kup- 
cinet’s program about La Rabida 
and met Ben Alexander, who 
plays the detective in “Dragnet” 
—a quiet, charming person who 
has been an actor since age four. 


Apr. 25—To the Board of 
Governors of the Chicago Heart 
Association which raised one 
million dollars this year for its 
activities against heart disease. 
Louis Katz presided and reports 
came from Paul, Talso, Bay, 
Fenn, deTakats and Marienthal, 
but old Pepys remembers when 
Herrick, Gilbert. Abt. Hess, Ham- 
burger and others now gone were 
the leaders. Especially significant 
was the attendance of all the lay- 
men who devote themselves to 
the type of partnership that now 
encourages medical leaders in 
the campaigns against disease. 
The Union League Club served 
fat pork chops and all the advo- 
cates of low fat diets against 
atherosclerosis licked their lips 
while voting for more pamphlets. 


Apr. 26—To play at golf with 
Justin who hits a ball a mile and 
came in with 100 because of in- 
numerable three putt greens. In 


the afternoon to confer with Pick, 
DeMet and Mayers about seating 
for the big dinner. 


Apr. 27—A day of heavy duty 
before departing. The city is 
filled with psychoanalysts cele- 
brating the birth of Freud and 
honoring Ernest Jones who wrote 
the biography. 

The leopard lay on the analyst's 
couch, “Whenever | look at my wife,” 
he said, “I get spots in front of my 
eyes. 

“That’s only natural,” commented 
the analyst. 

“Yes,” said the leopard, “but my 
wife is a zebra.” 

In the afternoon by the Liber- 
ty Limited to Washington and 
read again the section on heart 
in the American Foundation’s 
“Medical Research.” 


Apr. 28—In Washington and 
saw Camilo Pasqual defeat the 
Baltimore Orioles on a beautiful 
day and Pasqual got four hits, 
probably the most for a pitcher 
since the days of Babe Ruth. 

In the evening came a great 
multitude of those who have been 
on “Meet the Press” to honor 
Lawrence Spivak. At the speak- 
ers table were justices of the 
Supreme Court, Senators Know- 
land and Barkley, and all the 
brass of NBC. In the audience 
were 51 senators, 150 congress- 
men, and assorted past and pres- 
ent cabinet members. Old Pepys 
greeted Leonard Scheele, Julius 
Krug. Oscar Ewing, Mary Lasker 
and Bob Sarnoff. At the table 
most of the conversation with 
Louis Fischer, the author and lec- 
turer, about current affairs in 
Russia. And here was a great 
audience of people in the public 
eye with only a few scientists 
and a plethora of politicians. 


Apr. 29—In New York and 
at noon came Rivers and Top- 
(Continued on page A-138) 
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brand of tetrahydrozoline hydrochloride 


for relief of allergic nasal congestion in minutes for hours 


Supplied: 


TYZINE Nasal Solution, 1-oz. dropper 
bottles, 0.1%. Nasal Spray, 15 cc., in 
plastic bottles, 0.1%. Pediatric Nasal 
Drops, 1/2-0z. bottles, 0.05%, with 


calibrated dropper for precise dosage. 


Note: As with certain other widely used 
nasal decongestants, overdosage may cause 
drowsiness in infants and children. Al- 
though no effect on blood pressure has been 
reported, it is recommended that caution be 
observed in treating hypertensive or hy- 
perthyroid patients. 


1, Pace, W. G.: Mil. Med. 118:34, 1956. 

2. Graves, J. W.: Eye, Ear, Nose & Throat 
Month. 34:670, 1955. 

8. am H. C.: New York J. Med. 55:812, 


When hay fever and other seasonal 
allergies have a field day, remember 
the “superior” decongestive 
properties of TYZINE... effective 
immediately and lasting up to 6 hours 
or longer after a single application 
... odorless, tasteless... free of 
sting, burn, irritation and 

rebound congestion. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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ping to confer on a symposium. 
In the afternoon driving with 
Nancy to Scarsdale to visit Mil- 
ton Lasdon, and after supper 
watched the $64,000 challenge 
considering the spelling problems 
trivial and poorly selected and 
the history choices interesting 
but unlearned. 


Apr. 30—For breakfast came 
Stanley Henwood to work on 
plans and old Pepys congratu- 
lated him on the new boy baby. 
Next to Doubleday for talks with 
Runyon, Black and Kuebler and 
the new book will be called “New- 
est Advances in Medicine.” On 
the telephone settling matters 
with Dr. Parmele and Professor 
Folsom and Mark Soroko. For 
luncheon Phil Ryan of the Na- 
tional Health Council and Justus 
Schifferes speaking of new pro- 
grams and neurologic disorders. 
To dine with Herb Mayes and 
Grace and met Toots Shor who 


HOSPITAL CAFETERIA 


How strange, the subtle, clannish way 
Each, having loaded up his tray, 
Seeks out, as soon as he is able, 


His own and very special table. 


The nurses sit with nurses, and 


Unless they otherwise must stand, 
The surgeons sit upon their rumps 


In very chummy little clumps. 


Administrators seek and find 
A homey cluster of their kind, 


And all—the nurses and physicians— 
While eating, dodge the dietitians. 
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was grieving the sudden death of 
Senator Barkley, and there saw 
Robert Q. Lewis and Mrs. Elea- 
nor Roosevelt but not dining to- 
gether. Thereafter to see a pre- 
view of a new Warner picture 
called “‘The Animal World,” 
which was a hodgepodge of 
scraps of film telling of the be- 
ginnings of the world when there 
was chaos. The picture became 
more and more chaotic until it 
reached total confusion. The cre- 
ator was not quite certain that 
there ever had been a Creator 
and he wrestled between science 
and theology for 82 minutes aft- 
er which Mr. Mayes unhappily 
awakened and suggested we go 
to Schrafft’s for a cup of coffee. 
Before going to sleep read “Cop 
Hater.” a Perma Book, price 25¢. 
a well-knit accurate story of 
police work. 


May 1—To work with Harry 


Stuttman on the new encyclope- 


dia. At noon James W. Zarbock 
of Oxford University Press to 
think up some new books. Next 
Custer and Davis of Ciba to talk 
about illustrations and then Mej 
Evans for a conference on our 
book venture. So told him Herb 
Mayes’ new riddle: “What has 
two arms, two legs, a yellow be- 
hind and chases flies?” The an- 
swer: “A Chinese center fielder!” 
For dinner to “21” with Bill and 
Milton Lasdon and ate a fine din- 
ner and talked about everything. 


May 2—At breakfast met 
Mickey Axelrod with his son 
Jimmy about to fly to Milan, and 
Meyerding with his lady taking 
off on the Queen Elizabeth for 
an International College of Sur- 
geons tour. At noon came Elmer 
Bobst and Al Driscoll to eat and 
confer. Then Mark Soroko and 
Mickey Axelrod for dinner and 
old Pepys was terrible in the 
mathematics. 


RICHARD ARMOUR 


END OF THE LINE 


The specialist, the specialist, 


The one who really knows, 
The one to whom, a last resort, 
The ailing patient goes, 


The one who has the answer sure, 
The one who has the word, 

To whom by any good G.P. 
The patient is referred. 


But think, my friends, that should perchance 
The answer not occur to 


The specialist, he has, alas, 


No one he can refer to. 
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the point is this... 


ay 


| 
HydroCortone -T.B.A. 


(HYDROCORTISONE TERTIARY -BUTYLACETATE, MERCK) 


produces superior results — greater 


| symptomatic relief and longer-lasting 
| remissions —in both rheumatoid 


| arthritis and osteoarthritis. 


SUPPLIED: SALINE SUSPENSION HYDROCORTONE-T.8.A.—25 ma./cc., VIALS OF 5 CC. 


References: 1. Hollander, J. l., Aan. New York Acad. Sc. 61:511, May 27, 1955. 


Philadelphia 1, Pa. 
2. Hollander, J. et al. J.A.M.A. 1$8:476, June 11, 1955. Devesson ov Mancn & Inc 
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antihistaminic benefits of Benadryl 


neutralizing action of zirconium 


ZIRADRYL LOTION 


Benadryl® Hydrochloride with Zirconium 


an old favorite in a new form 


ZIRADRYL Lotion provides the same recognized clinical advantages 
as ZIRADRYL Cream. Antihistaminic-antipruritic properties of 
Benadryl are combined with the urushiol-neutralizing action of 
zirconium for effective prevention or treatment of ivy or oak poisoning. 


protects against rhus dermatitis 


if applied before or soon after exposure. 


relieves rhus dermatitis 
and reduces spreading if applied after dermatitis appears. 


ZIRADRYL Lotion is supplied in 6-ounce bottles. 
ZIRADRYL Cream is supplied in l-ounce tubes. 
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For Initial Therapy 
Every Case HYPERTENSION 


Effective in up to 80% of mild hypertensives! and in 
many patients with more severe forms of hypertension.” 


Rauwiloid represents the balanced, mutually potentiated 
actions’ of several Rauwolfia alkaloids, of which reserpine and 
the equally antihypertensive rescinnamine have been isolated. 


Hence, reserpine is not the total active antihypertensive 
principle of the rauwolfia plant. 


Rauwiloid is freed of the undesirable alkaloids of the whole 
rauwolfia root. Recent investigations confirm the desirability 
of Rauwiloid (because of the balanced action of its contained 
alkaloids) over single alkaloidal preparations; ‘‘...mental de- 
pression...was...less frequent with alseroxylon...’’ 


1. Moyer, J. H., in discussion of Galen, W. P., and Duke, J. E.: Outpatient Treatment 
of Hypertension with Hexamethonium and Hydralazine, South. M. J. 47:858 (Sept.) 
1954. 

2. Finnerty, F. A., Jr.: The Value of Rauwolfia Serpentina in the Hypertensive Pa- 
tient, Am. J. Med. 17:629 (Nov.) 1954. 

3. Cronheim, G., and Toekes, I. M.: Comparison of Sedative Properties of Single 
Alkaloids of Rauwolfia and’ Their Mixtures, Meet. Am. Soc. Pharmacol. & Exper. 
Therap., Iowa City, Iowa, Sept. 5, 1955. 

4. Moyer, J. H.; Dennis, E., and Ford, R.: Drug Therapy (Rauwolfia) of Hyperten- 
sion. II. A Comparative Study of Different Extracts of Rauwolfia When Each Is Used 
Alone (Orally) for Therapy of Ambulatory Patients with Hypertension, A.M.A. Arch. 
Int. Med. 96:530 (Oct.) 1955. 


The dose-response curve of 
Rauwiloid is flat, and its dos- 
age is uncomplicated and 
easy to prescribe...merely 
two 2 mg. tablets at bedtime. 


Rauwiloid is the original alseroxylon fraction of India-grown 
Rauwolfia serpentina, Benth., a Riker research development. 
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clinically proved in many common infections'*® 


Hemolytic streptococcal infections 


Pharyngitis/Tonsillitis/Sinusitis 
Otitis media/Mastoiditis 
Scarlet fever/Lymphadenitis/Erysipelas 


Staphylococcal infections/Pneumococcal 
infections/Gonococcal infections / 
Vincent's Infection/Prevention of 
streptococcal infection in individuals 
with a history of rheumatic fever / 
Prevention of secondary infection due to 
penicillin-susceptible organisms 


in dosage of just 1 or 2 tablets t.i.d. 


and is far less costly than other penicillin salts 


Pentids 


SQUIBB 200,000 UNIT BUFFERED PENICILLIN G POTASSIUM TABLETS 


Recommended dosage: 1 or 2 tablets t.i.d. without regard to meals. Bottles of 12 and 100. 


References: 1. Boger, W. P., J. Amer. Ger. Soc. 3:556, Aug. 
1955. 2. Lapin, J. H., Ann. Allergy 13:169, March-April 1955. 
3. Andelman, M. B. and Fischbein, W. 1., Antibiotic Med. 1: 
136, March 1955. 4. Statements of American Heart Associa- 
tion, Council on Rheumatic Fever and Congenital Heart Dis- 
ease, Circulation 11:317, Feb. 1955. 5. Miller, J. M. et al., 
Antibiotics Annual 1954-55, Medical Encyclopedia Inc., N. Y., 
p. 105. 6. Seal, J. R. et al., J. Lab. & Clin. Med. 44:831, Dec. 
1954. 7. Martin, W. J. et al., Am. Pract. & Dig. Treat. 5:813, 
Oct. 1954. 8. Henner, R., Eye, Ear, Nose & Throat Monthly 
33:530, Sept. 1954. 9. Rodstein, M. and Young, D., Clin. Med. 
61:695, Sept. 1954. 10. Bernstein, S. H. et al., A. M. A. 
Arch. Int. Med. 93:894, June 1954. 11. Craige, E., North Caro- 
lina M. J. 14:593, Dec. 1953. 12. Barach, A. L., J. Amer. Ger. 
Soc. 1:616, Sept. 1953. 13. Barach, A. L., Geriatrics 8:423, 
Aug. 1953. 14. Boger, W. P., Indus. Med. & Surg. 22:288, 
July 1953. 15. Young, D. and Rodstein, M., J.A.M.A. 152:987, 
July 1953. 16. Queries and Minor Notes, J.A.M.A. 152:1083, 
July 1953. 17. Roberts, E., A. M. A. Amer. J. Dis. Child. 85: 
643, June 1953. 18. Spink, W. W., J.A.M.A. 152:585, June 
1953. 19. Huang, N. N. and High, R. H., J. Pediat. 42:532, 
May 1953. 20. Antibiotics: Round Table Discussion, Pediatrics 
11:270, March 1953. 21. Feinberg, B., Rhode Island M. J. 36: 
138, March 1953. 22. Flippin, H. F., Delaware State M. J. 25: 
55, March 1953. 23. Denny, F. W. Jr., Postgrad. Med. 13:153, 
Feb. 1953. 24. Flood, J. M., A. M. A. Arch. Dermat. & Syph. 
67:42, Jan. 1953. 25. Kohn, K. H., Milzer, A. and MacLean, H., 
J.A.M.A. 151:347, Jan. 1953. 26. Siegal, S. et al., J. Allergy 
24:1, Jan. 1953. 27. Statements of American Heart Associa- 
tion, Council on Rheumatic Fever and Congenital Heart Dis- 
ease, J.A.M.A. 151:141, Jan. 1953. 28. Keefer, C. S., Pennsyl- 
vania M. J. 55:1177, Dec. 1952. 29. Kerrell, W. E., J.A.M.A. 


*PENTIOS’® IS A SQUIBB TRADEMARK 


June 1956 


150:1450, Dec. 1952. 30. Levy, D. F., Connecticut State M. J. 
16:899, Dec. 1952. 31. Romansky, M. J. and Kelser, G. A., 
J.A.M.A. 150:1447, Dec. 1952. 32. Thomas L., Minnesota Med. 
35:1105, Dec. 1952. 33. Jones, C. C., J. lowa M. Soc. 42:533, 
Nov. 1952. 34. Reimann, H. A., Postgrad. Med. 12:255, Sept. 
1952. 35. Bunn, P. A., N. Y. State J. Med. 52:2005, Aug. 1952. 
36. Finland, M., New England J. Med. 247:557, Oct. 1952. 
37. Babione, R. W. et al., U. S. Armed Forces M. J. 3:973, 
July 1952. 38. Hansen, A. E., South. M. J. 45:423, May 1952. 
39. Dowling, H. F., G. P. 5:53, Feb. 1952. 40. Rhoades, P. S., 
G. P. 5:67, Feb. 1952. 41. Dowling, H. F. and Lepper, M. H., 
Med. Clin. North Amer., Jan. 1952, p. 247. 42. Karelitz, S. 
and Schifrin, N., Postgrad. Med. 11:17, Jan. 1952. 43. Panel 
Discussion, Pennsylvania M. J. 55:42, Jan. 1952. 44. Flippin, 
H. F. et al., J.A.M.A. 147:918, Nov. 1951. 45. Massell, B. F., 
Mod. Concepts Cardiovas. Dis. 20:105, Sept. 1951. 46. Wein- 
stein, L., Boston Med. Quarterly 2:1, Sept. 1951. 47. Massell, 
B. F. et al., J.A.M.A. 146:1469, Aug. 1951. 48. Finland, M., 
Bull. New York Acad. Med., 27:199, April 1951. 49. Wheatley, 
D., Brit. M. J. 1:703, March 1951. 50. Keefer, C. S., Postgrad. 
Med. 9:101, Feb. 1951. 51. Bunn, P. A. et al., J.A.M.A. 144; 
1540, Dec. 1950. 52. Weinstein, L. and Perrin, T. S., J. Pediat. 
47:844, Dec. 1950. 53. Keefer, C. S., Am. J. Med. 7-216, 
Aug. 1949. 54. Robinson, J. A., Hirsch, H. L. and Dowling, H. 
F., Am. J. Med. 4:716, 1948. 55. Barach, A. L. and Garthwaite, 
B., Ann. Allergy 5:297, Aug. 1947. 56. Herrold, R. D., J. Urol. 
57:897, May 1947. 57. White, H. J., Lee, M. E. and Alverson, 
C., Proc. Soc. Exper. Biol. & Med. 62:35, 1946. 58. Baumann, 
F. et al., J. Allergy 17:264, Sept. 1946. 59. Gamble, T. 0. et 
al., Am. J. Obst. & Gynec. 50:514, Nov. 1945. 60. Woofter, 
A. C. and Hoffman, 0. E., J. lowa M. Soc. 35:189, May 1945. 
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to control 


any capillary or venous bleeding 
rapidly—within minutes, 


regardless of origin... 


to prevent 


surgical bleeding safely*... 
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KOAGAMIN 


parenteral hemostat 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
06755 Austin Laboratories, Limited, Guelph, Ontario 


CHATHAM PHARMACEUTICALS, INC. 


TECHNICAL EXHIBITS —In Print 


PHARMACEUTICAL SPECIALTIES, SURGICAL INSTRUMENTS, 
PEDIATRIC AND DIETETIC FOODS, MEDICAL BOOKS 
AND OTHER PRODUCTS AND SERVICES 


Abbott Laboratories 


Erythrocin A-30-31 
Tronothane 
Optilets \-60 

Pentothal Facing A-82-83 

Nembu-Serpin |. A-98 

A-11] 

Tridione; Paradione; Phenurone; Gemonil A-128 
American Bakers Association A-20 
American Meat Institute A-130 
Ames Company, Ine.—My-B-Den A-106 
Armour Laboratories, The 

HP Acthar Gel \-70 

Chymar A-93 
Astra Pharmaceutical Products, Inc. 

Xylocaine Solution A-17 

Xylocaine Viscous A-76 

Xylocaine Ointment 4-105 
Ayerst Laboratories 

Beminal 817 |. \-26-27 

Mediatric \-16 

Mysoline . . A-79 

Premarin with Methyltestosterone A-9] 

Bemotinic A-119 
Benson-Nuen Laboratories, Inc.-- Prune-Malt A-83 
Burroughs Wellcome & Company, Inc. Digoxin  A-61 
Central Pharmacal Company, The —-Neocyten A-89 
Chatham Pharmaceuticals, Inc.-Koagamin A-144 
Ciba Pharmaceutical Products, Ine. 

Metandren A-1] 

Serpatilin . A-44-96-Fourth Cover 

Ritalin A-48 

Plimasin A-74-114-126 
Davies, Rose & Co., Ltd.— Digitalis A-145 
Davis & Geck, Inc.—Surgilar A-22 
Desitin Chemical Company— Desitin Ointment A-115 
Eastman Kodak Company Facing A-98-99 
Eaton Laboratories—Furadantin A-23 
Fleet, C. B., Company, Inc.--Enema A-104 
Geigy Pharmaceuticals— Butazolidin A-16 
General Electric Co.—X-Ray Department 

Patrician X-Ray Unit A 
Gray Pharmaceutical Company, Ine. 

L-Glutavite A-131 
Hoffmann-La Roche, Ine. 

Gantrisin A-28 

Azo Gantrisin; Noludar Facing A-64-65 

Vi-Penta A-102 

llidar; Roniacol , A-124 
International Minerals & Chemical Corp. 

Betasyamine 4-84-85 
Interstate Postgraduate Medical Association A-45 
Irwin, Neisler & Company—Unitensen-R A-51 
Knox, Chas. B., Gelatine Co.— Gelatine A-69 
Lakeside Laboratories, Inc. 

...... A-80 

Lederle Laboratories 

Diamox . A-63 

Folbesyn A-68 

Achromycin A-72-73 

Perihemin A-146 
Leeming, Thos., & Company 

Nephenalin A-38 

Calmitol A-118 
Lilly, Eli, & Company—Co-Pyronil A-33 
Lloyd Bros., Inc.—Roncovite . 
McNeil Laboratories, Inc. 

Butiserpine A-39 

Flexin ...A-108-109 
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Massengill, The S. E., Company 


Obedrin A-53 

Salcort A-65 

Homagenets A-121 
Mead Johnson & Company 

Deca Vitamin Family A-58-59 
Mutual of Omaha——Insurance A-126 
National Dairy Council Dairy Products A-4l 
Nuclear-Chicago—-Mediae A-71 
Ortho Pharmaceutical Corp. 

Tritheon Facing A-48-49 

Preceptin Facing A-114-115 
Parke, Davis & Company 

Ziradry| A-125-129-140-141 

Natabec Kapseals A-127 

Milontin A-135 
Parker, White & Heyl, Inc. 

B-P Formaldehyde Germicide .. A-110 


Pet Milk Company— Instant Nonfat Dry Milk A-100 
Pfizer Laboratories, Div. Chas. Pfizer & Co., Inc. 


Sterane A-29 
Terrabon A-56-57 
Terra-Cortril A-64 
Bonamine A-97 
Tetracyn A-103 
Tyzine A-137 
Quaker Oats Company, The 
Quaker Oats: Mother's Oats A-123 
Riker Laboratories, Inc. 
Medihaler A-43 
Rauwiloid A-142 
Robins, A. H.., Company, Inc. 
Donnatal Facing A-106-107 
Roerig, J. B.. & Company 
Atarax A-37 
Storcavite A-107 
Rorer, William H., Ine.-Maalox A-2 
Saunders, W. B., Company A-14-15 
Schering Company 
Chlor-Trimeton; Repetabs Facing A-16-17 
Metimyd A-34-35 
Meti-Derm |. A-112-113 
Meticortelone _.. Facing A-130-131 
Searle, G. D., Company—Nilevar A-l 
Sharp & Dohme, Diy. of Merek & Co., Ine. 
Cremomycin Second Cover 
Co-Deltra; Co-Hydeltra 4-54-55 
Redisol A-78 
Urecholine A-99 
HydroCortone-T.B.A. A-139 
Remanden Third Cover 
Sherman Laboratories —Persistin A-32 
Smith-Dorsey, Div. of The Wander Company 
Pabirin A-4 
Smith, Kline & French Laboratories 
Teldrin Spansule A-47 
Lasker Award Acknowledgment A-67 
Thorazine A-117 
Squibb, E. R.. & Sons, Div. Mathieson Chem. Corp. 
Raudixin A-25 
Engran A-62 
Florinef-S A-77 
Mysteclin A-86-87 
Pentids : A-143 
Strasenburg, R. J., Company—Biphetamine . A-13 
U. S. Vitamin Corporation— Arlidin A-12 
Upjohn Company, The—Pamine A-101 
Wallace Laboratories, Diy. Carter Products, Inc. 
Miltown A-19 
Warner-Chileott: Laboratories— Tedral A-133 
Warren-Teed Products Company, The—Cal-O-B A-3 
Winthrop Laboratories, Inc.—Zephiran AB 
Wyeth, Inc. 
Sparine A-7 
Equanil .. A-82 
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pigital's 


in its completeness 


(Davies, Rose) 
0.1 Gram 
(apprex. 1% grains) 


CAUTION: Federe! 
without 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 
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microcytic anemia 


> 


SS 


one of the many anemias which can 
be effectively treated with 


Nine out of 10 treatable anemias respond 
to PERIHEMIN. Its potent formula 
includes every known hemopoietic 
agent, including Purified Intrinsic 
Factor Concentrate. With this single 
product, you provide complete anemia 
therapy in a form convenient for 

the patient. 


PERIHEMIN 
B,, with Intrinsic Factor Concentente - 
tee 8. C- Acid Liver Froctios 


Hematinic Lederle 


tx 


 Smecrogrems Mest 


Dosage: one capsule, t.i.d. 
Each capsule contains: 


Vitamin B,. with Intrinsic Factor 

Concentrate 1g U.S.P. Oral Unit filled sealed capsules 
Vitamin B,. (additional)... 5 mcgm. (a Lederle exclusive!) for more 
Ferrous Sulfate (Exsiccated). 192 mg. 
0.85 mg. rapid and complete absorption ! 
Ascorbic Acid (C)........... 50 mg. 

Insoluble Liver Fraction. . 50 mg. 


PERIHEMIN JR Capsules, for children, 
are approximately one quarter the 
potency of this formula. 


LEDERLE LABORATORIES DIVISION ameascay Cyanamid company PEARL RIVER, NEW YORK Loerie) 


PREG. U.S. PAT. OFF. 


A-146 POSTGRADUATE MEDICINE 


| 
ie. 
— 

te 
‘ 
© « 
1 

& 

= 

= 
> erty ac hwes trom she) ter 
Dat contened in Vilamwn By, 
copsue 3 times daily with meats tor 
Pe Inchcated in the treaty ent of 
Literature evartable to phyncians on 
. - 

\ 

| 
| 
a 
| 


Remanden. 


PENICILLIN WITH BENEMID® 


expands the range of penicillin action 


MAJOR ADVANTAGES: Supplements initial intramuscular penicillin. Given alone, 
produces plasma penicillin levels comparable to those of intramuscular penicillin.’ 


ONE MILLION UNITS (1M.) q 3H 


PENICILLIN 
PLASMA 
CONC. 
(UNITS/CC.) 


2 GM/DAY : 


WITHOUT ‘BENEMID’ 


The ‘Benemid’ in REMANDEN raises plasma penicillin levels? 


The ‘Benemid’ component in REMANDEN REMANDEN-250, providing 100,000 or 250,000 
“increases penicillemia by 2 to 10 times and units of potassium penicillin G with 250 mg. of 
infections ordinarily regarded as untreatable with ‘Benemid.” 

penicillin have been successfully managed.”* With NEw Suspension REMANDEN-100 (in 60 cc. 
REMANDEN most of the penicillin is recirculated bottles)—one tsp. equals one REMANDEN-100 
without interfering with normal renal function. __ tablet. 


The oral penicillin of choice in many common 
infections, REMANDEN may be used as adjunct 
to parenteral therapy of fulminating infections. 


Philadelphia 1, Pa. 
Supplied. Tablets, REMANDEN-100 and DIVISION OF MERCK & CO., Inc. 


References: 1. Antibiotics & Chemotherapy 2:555, 1952. 2. A.M.A. Exhibit, June 1951. 
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Dosage: 1 tablet 
b.i.d. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT,N. J. 


Serpasil Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from anxiety 
to depression, Serpatilin combines the relaxing, tranquilizing action 
of Serpasil with the mild mood-lifting effect of the new cortical 
stimulant, Ritalin. In recent months, numerous clinical studies have 
indicated the value of combining these agents for the treatment of 
various disorders marked by tension, nervousness, anxiety, apathy, 
irritability and depression. Arnoff,' in a study of 51 patients, found 
the combination of definite value in a variety of complaints, noting 
no effect on blood pressure or heart rate. Lazarte and Petersen* also 
found Serpatilin effective in counteracting the side effects of re- 
serpine and chlorpromazine. They reported: “The stimulating effect 
of Ritalin seemed complementary to the action of reserpine... in 
that it brought forth a better quality of increased psychomotor 
activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, M.C.: Personal 
communication. 


Serpatilin Tablets, 0.1 mg./10 mg., each containing 0.1 mg. Serpasil® (reserpine CIBA) 
and 10 mg. Rit&lin® hydrochloride (methyl-phenidylacetate hydrochloride CIBA). 


(reserpine and methyl-phenidylacctate hydrochloride CIBA) 
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